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Transfer your patients 
easier, safer on 


FIAUSTED 
j Easy Lift’ 
Wheel Stretchers! 


: Now all your patient transfers can 

| be made quickly, safely and without 
strain on patients or staff, with 
Hausted ‘‘Easy-Lift’’ Wheel Stretchers. 


* UNIVERSITY OF MINNESOTA HOSPITALS 
Federal 9-731!—Ray 
15-16-17-18-19-20-21-22 


Est I91I—412 Union St SE Z | 
Amberg, 


MOVE PATIENT OVER BED 


With Hausted ‘“‘Easy-Lift’’ stretcher 
one small nurse can transfer a 300-pound 
patient by the easy turn of a crank. 


Hausted ‘‘Easy-Lift’’ with the exclusive 
-Two-Way Slide and Tilt feature will: 


1. Move Patient over Bed 


2. Tilt Litter so It Locks 
into Mattress 


2. TILT PATIENT TO BED 


Thousands of Hausted ‘‘Easy-Lift’’ Stretchers 
are in daily use in hospitals all over 

the world. They are engineered 

for years of hard service. With available 
accessories, the ‘‘Easy-Lift’’ provides 

the ultimate in patient care for 

Emergency and Recovery use. 


For complete data on all Hausted 


Wheel Stretchers, write 


THE 


HH AU 
| MANUFACTURING COMPANY 
Medina, Ohio 


Transfer Patient to Bed 
without Disturbance 


SAFEL 


PLACE PATIENT ON B 
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Sterile Pack 


over 2000 hospitals 


Surgical Gut 


Standard Lengths e ATRAUMATIC® Needles 


_ snip it’s open...no reel, it’s ready 


saves 33%% preparation time’ 


~“no more awkward tubes or reels...simple technic frees nurses for other duties. 


saves broken glass risks 


no nicked sutures...no glass slivers...no punctured gloves...nonirritating jar 
solution —all important contributions to better patient care. 
saves suture strength... flexibility’ 


no kinks or weak spots from tight reel winding...eliminates excessive handling...nurse 
opens sterile sutures as needed to prevent drying out...needle points and cutting 
edges are better protected. 


saves dollars’ 


far fewer sutures damaged or opened unnecessarily...30% less glove damage...takes 
half the storage space... initial cost, no more than tubes! 


1. Alexander, Edythe L.: Mod. Hosp., May, 1957 


For greatest savings, use the full line of outstanding Surgical gut products in 
hospital-tested SURGILAR sterile packs... including — 


NEW! D&G Spiral Wound Gut 
now available in SURGILAR! 


Write for new product catalog. 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY, DANBURY, CONNECTICUT 


—_€YANAMID _— PRODUCERS OF DAVIS & GECK SUTURES 
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*V-Cillin K' (Penicillin V Potassium, Lilly) 


Within 15 to 30 minutes, high blood levels are produced { 
by ‘V-Cillin K,' a new, readily soluble form of clinically proved — | 
‘V-Cillin’ (Penicillin V, Lilly). It combines the virtue of acid V 
stability with greater solubility. Because it is more soluble, 
‘V-Cillin K' is easily and quickly absorbed. At pharmacies 
everywhere. 
Available in tablets of 125 mg. and 250 mg. 
‘ 
ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U. S. A. QUALITY / RESEARCH /iNTEGRITY | 
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Ray Amberg, director of University of Minnesota Hospitals, Minneapolis, is the 
new president-elect of the American Hospital Association. He will become the 
60th AHA president when he assumes that office at next year's AHA conven- 
tion in August 1958. Photo by Robert Mottar. (Other picture credits on p. 136.) 
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Unequalled in construction, performance and operation, the Super-Sylon 

Flatwork Ironer is another example of American’s continuing advanced design. 
. The Super-Sylon incorporates a host of outstanding features to give you | 

finest quality ironing at highest speeds, safe, convenient operation, and added 


years of dependable service with less maintenance. 


Here are just three of the many important ways a Super-Sylon will give you. 


the utmost in high-quality, high-production flatwork ironing : 


More years of trouble-free operation with Super-Sylon’s exclusive 
roller-chain drive. Separate chain drives each two rolls, assuring positive, 
efficient transmission of power. No roll slippage, no wrinkling of padding. 


Minimum wear on roller chains and sprockets greatly reduces maintenance. 


High-speed, top-quality production especially with heavy work loads, 
is guaranteed by Super-Sylon’s close-grained, highly polished Meehanite 
Metal Ironing Chests. These chests, the heart and muscle of the Super-Sylon, 
are cast in American’s own: foundry where carefully developed casting 


formulas and practices are rigidly adhered to. | | 


Even hems and embroidered areas are beautifully ironed because 
the Super-Sylon uses American’s exclusive Hamilton Spring Padding. 
Thousands of individual conical spring coils compress one within another for 
greatest resiliency. Heavy spring stock lasts indefinitely. Hamilton Spring 
Padding will not slip, bulge or work loose, is not affected by moisture, heat or 


pressure—greatly reduces padding costs. 


Four, six, eight and twelve-roll Super-Sylon Ironers are available to meet your 
specific requirements. Ask your nearby American Man from the Factory 

to arrange for you to inspect an American Super-Sylon in operation. 

See for yourself why it’s the world’s finest flatwork ironer. 


For additional information, write for catalog AD 565-002. 
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You get more from 


AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ARE ELECTED, SHOULD BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 


NATIONAL HOSPITAL ASSOCIATIONS 
(THROUGH AUGUST 1958) 


American Hospital Association 
Annual Convention — August | 8-21; 
Chicago (Palmer House; International 
Amphitheatre ) 
Midyear Conference of Presidents and 
Secretaries — January 27-28; Wash- 
ington, D. C. (Statler Hotel) 

American Protestant Hospital Association 
— February 11-13; Chicago (Morri- 
son Hotel) 

Catholic Hospital Association—June 2) - 
26; Atlantic City, N. J. (Convention 
Hall) 


REGIONAL MEETINGS 
(THROUGH SEPTEMBER 1958) 


Association of Western Hospitals—Apri! 
21-24; San Francisco (St. Francis 
Hotel; Civic Auditorium) 

Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association—November 6-8, 
Washington, D. C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly — 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Mid-West Hospital Association — March 
24-26; Kansas City, Mo. (Municipal 
Auditorium) 

New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau) 

Tri-State Hospital Assembly—April 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May“1 4-16; Minneapolis (Minneapolis 
Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH MARCH 1958) 


Alabama Hospital Association—January 
30-31; Tuscaloosa (Hotel Stafford) 
Associated Hospitals of Alberta—Octo- 
ber 22-24; Edmonton (Provincial 

Auditorium) 

Arizona Hospital Association —- Decem- 
ber 5-6; Phoenix (Hotel Westward 
Ho) 

California Hospital Association—October 
31-November 1; Long Beach (Lafay- 
ette Hotel) 

Connecticut Hospital Association — No- 
vember 13; Berlin (Connecticut Light 
and Power Company) 

Georgia Hospital Association—February 

20-21; Columbus (Ralston Hotel) 


Idaho Hospital Association— October 21 - 
22; Boise (Hotel Boise) 

IMinois Hospital Association —- December 
5-6; - Springfield (Abraham Lincoln 
Hotel ) 

Kansas Hospital Association—November 
14-15; Wichita (Broadview Hotel) 
Louisiana Hospital Association — March 
20-22; Baton Rouge (Bellemont Mo- 

tor Hotel) 

Missouri Hospital Association ——- October 
30-November |, St. Louis (Sheraton- 
Jefferson Hotel) 

Nebraska Hospital Association—October 
17-18; Lincoln (Cornhusker Hotel) 
Ohio Hospital Association—March 10- 
13; Cincinnati (Netherland-Hilton 

Hotel) 

Oklahoma Hospital Association—Novem- 
ber 7-8; Tulsa (Mayo Hotel) 

Ontario Hospital Association — October 
28-30; Toronto (Royal York Hotel) 

Oregon Association of Hospitals —— No- 
vember 4-5; Eugene (Eugene Hotel) 

Hospital Association of Rhode Island— 
October 22; Providence (Sheraton- 
Biltmore Hotel) 

Virginia Hospital Association— November 
16-17; Roanoke (Hotel Roanoke) 


_ Washington Hospital Association — No- 


vember 6-7; Seattle (Olympic -Hotel) 


Wisconsin Hospital Association—March 
13; Milwaukee (Hotel Schroeder) 


AHA INSTITUTES 
(THROUGH MARCH 1958) 


Medical Record Library Personnel—Octo- 
ber 21-23; Albuquerque, N. Mex. 
(Hilton Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute ——- October 28- 
November 1; Riverside, Calif. (Mis- 
sion Inn) 

Disaster Planning—October 30-Novem- 
ber 1; Jacksonville, Fla. (George 
Washington Hotel) 

Hospital Auxiliary Leadership—Novem- 
ber 4-5; Hartford, Conn. (Statler 
Hotel ) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 

Housekeeping —— November | 1-15; Tor- 
onto, Canada (King Edward Hotel) 


- Nursing Service Administration — No- 


vember 11-15; Honolulu, Hawaii 


(Reef Hotel) 


Medical Record Library Personnel — 


November 11-15; Boston (Sheraton- 
Plaza Hotel) 

Seventh Hospital Institute —— November 
18-22; Honolulu, Hawaii (Reef 
Hotel ) 

Hospital Safety Seminar—November | 8- 
22; Chicago (Congress Hotel) 

Planning a Personnel Development Pro- 
gram — December 9-13; Chicago 
(Edgewater Beach Hotel) 


DISTRIBUTORS Of Woven Bedspreads 


Atlanta, Associated Co’s., Inc. 
Will Ross, Inc. 

Auburn, eg Days Bedding Company 

Baltimore, M. Ambach & Company 
Standard Textile Company, Inc. 

eee Bangor Bedding Co. 

Boston, Boston Textile Company 

Jennings Linen Company, Inc. 

6 National Hotel Supply Co. 
Buffalo Hotel Supply 
Burbank, Calif. ...... American Hospital Supply Corp. 
Chamblee, Ga. ....... American Hospital Supply Corp. 
Carolina Absorbent Cotton Co. 
Chicago, The Burrows Company 

. Clark Linen & Equipment Co. 

« Corco Textiles & Furnishings, Inc. 

Fuerstenberg & Company 

Jamieson, Inc. 

Leo’s Fabrics 

“ L. B. Herbst Corp. 

Karoll’s Inc. 

“ Theodore Mayer & Company 

“ Walter H. Mayer & Company, Inc. 

“ Mills Hospital Supply Company 

“ Morton Textiles, Inc. 

“ Albert Pick Company, Inc. 
Cincinnati, Ohio ...... Standard Textile Company, Inc. 
Cleveland,Tenn. ...... American Uniform Co. 

Dallas, American Hospital Supply Corp. 
Wolf-Tex Fabrics, Inc. 

“ H. W. Baker Linen Co. of Texas, Inc. 
Denver, Colo. ....+s00 Gulman Linen Company 

“ A. D. Radinsky & Sons 
Detroit, Mich. ........ Kuttnauer Manufacturing Co., Inc. 
Evanston, Iil.......0+ American Hospital Supply Corp. 
Flushing, N. Y. ...:.. American Hospital Supply Corp. 
Forest Park, lil. ...... Harris Hospital Supply, Inc. 
Fort Lauderdale, Fla. . . Ezell-Titterton, Inc. 

Greenville, S.C. ...... Quality Textiles, Inc. 
Gri fin, Southeastern Textile Corp. 
United Cotton Goods, Inc. 
Kansas City, Mo. ..... Kans. City White Goods Mfg. Co. 
Los Angeles, Calif. ....Allen Bros. 
H. W. Baker Linen Co. of Calif. 

* W. A. Ballinger & Co. 

Barker Bros., Contract Dept. 

Winne & Sutch Co. 

Miami, Fla. ...22cee0% The Maxwell Company, Inc. 


Morton Textiles, Inc. 
Miami Beach, Fla. ....Superior Linen Company 
Milwaukee, Wis. ...... Will Ross, Inc. 
Minneapolis, Minn. ...American Hospital Supply Corp. 
“ Pink Supply Company 


Newark, N. J. Fisher-Cohen Company 
New op sere E. E. Alley Company, Inc. 
H. W. Baker Linen Company 
e James G. Hardy & Company 


Institutional Products Corp. 

“ Nestel Products Company, Inc. 
“ Reade Supply Corp. 

“ Straus-Duparquet, Inc. 

“ Harry C. Steigman Equip. Co. 
“ Superior Linen Company, Inc. 
“ The House of Prints, Inc. 


N. Kansas City, Mo. ... American Hospital Supply Corp. 


Philadelphia, John W. Fillman & 
Miller, Bain, Beyer & 

“ Penn Dry Goods 

“ Rhoads & Company 
Ledbetter D. G. Co. Inc. 

Winnie & Sutch Co. 
Portland, Ore. ..... Archie Goldsmith & Bro. 
San Diego, oS ee Mike Ellis & Sons 

Winne & Sutch Co. 
St. Louis, Mo. ....++++A. 5S. Aloe Co. 

os Chester L. Harvey Co. 

St. Paul, Minn. ....++. Joesting & Schilling 


San F rancisco, Calif. .. American Hospital Supply Corp. 
H. W. Baker Linen Co 


W. A. Ballinger & Company 
Hale Bros. 
“ Stanley Rosenthal & Company 
“ Winne & Sutch Co. 
Seattle, Wash. ........H. W. Baker Linen Company 
“ W. A. Ballinger & Co. 
a Bold Linen Company 
Sherman Oaks, Calif. .Krupnick’s 
Spokane, Wash. ...... Columbia River D. G. Co. 
Tacoma, Wash. ...... Molt’s 
W ashington, D. C. ....American Hospital Supply Corp. 
Guy Curran & 
R. Mars, The Contract Company 
Revere Furaiture & Equipment Co. 


WV. Palm Beach, Fla. ..Hotel & Apt. Supply Co. 
Winston-Salem, N.C... Butler Enterprises, Inc. 


BATES FABRICS. INC., 112 WEST 34TH ST. NEW YORK 1 
ATLANTA+ BOSTON CHICAGO + DALLAS+ LOS ANGELES 
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Color Therapy 
with Bates Bedspreads! 


To perk up patients—to soften stark hospital rooms— 
add a pleasing touch of color with Bates top-quality 
bedspreads. Year after year, Bates bedspreads have 
been the leading choice of hospital administrators for 
economical long-wear, subdued styling and easy care. 
They stay fresh-looking through years of continuous 
laundering and rugged day-in, day-out use. For full 
information, send to— Bates Fabrics, Inc., Institutions 


Dept., 112 West 34th St., New York 1, N. Y. 


Bates “Piping Rock’’—Style 8709. 
SS Sizes 72x 110, 90x 110. 

Handsome ribbed-cotton favorite 

. in Yellow, Rose, Aquamarine, Mist, 
Mushroom, Moss Green, 
Carbon Grey, White; 
_ also in deep tones. 


Yy 


| 
Bates “Ripple Cord’’—Style 8848. 
Sizes 72x90, 72x99, 72x 108. 


Sturdy corded cotton in White, or 


BEDSPREADS 
White ribbed with Blue, 


Coder. Geld, Grew. See facing page for Bates Distributors 
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Make this simple test! — 
Prove to yourself that the © 


DEKNATEL’ 
PLASTIC PAK 


will not leak! 


@ HERMETICALLY SEALED—NO LEAKAGE 


Squeeze a Deknatel Pak with all the strength 
of your fingers. The seal will not break. Actu- 
ally, every Deknatel Plastic Pak is tested for 
leakage by a pressure markedly exceeding all 
practical requirements. 


@ STERILITY TECHNIQUE UNCHANGED | heel cut straight parets. Pak is transparent . .no special 


care needed in cutting. 


You sterilize in formaldehyde, just as you 
have always done with glass tubes. 


Suture handling is reduced to the minimum 
as illustrated at the right. 


| For samples of the new Deknatel Plastic Pak, 
= write to J. A. Deknatel & Son, Inc., Queens Village 
| 29, New York. | 


Invert the Pak. Suture slips out easily. No need to use 
fingers or forceps. 


PLASTIC PAK 
—No Glass to Break — 
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many thousands of cases... 
In more than 3000 hospitals... 


Adrenosem Salicylate is unlike -any 
hemostat heretofore available. It has 


been found useful in almost every branch © 


of medicine and surgery. Case histories 


have been published on its successful use’ 


in such procedures and conditions as: 
Tonsillectomy, adenoidectomy and 
nasopharynx surgery 
Prostatic, bladder and transurethral 


surgery 


BRISTOL, TENNESSEE ° 
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Excessive postpartum bleeding and uter- 
ine bleeding 
Thoracic surgery 
Gastrointestinal bleeding 
Also: Idiopathic purpura 
Retinal hemorrhage 
Familial telangiectasia 
Epistaxis 
Hemoptysis 
Hematuria 


Nn 0 S Mm effective in the control of bleeding 


SALICYLATE 


(brand of carbazochrome salicylate) 


Pulmonary bleeding 
Metrorrhagia and menorrhagia 
Suppliedin ampuls, tablets, and as a syrup. 


Write for comprehensive illustrated brochure describing 


THE S. E. MASSENGILL COMPANY 


NEW YORK ° 


KANSAS CITY ° 


SAN FRANCISCO . 
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Recent Examples of 


HOSPITAL 


directed by Ketchum, Inc. 


KINGSTON, NEW YORK 
BENEDICTINE HOSPITAL 
Goal: $400,000 Piedged: $435,000 
‘The outstanding direction and the splendid 
assistance and cooperation contributed very 
much... Sister M. Berenice, Administrator, 


BRADDOCK, PA. 
BRADDOCK GENERAL HOSPITAL 
Goal: $1,500,000 Pledged: $1,500,000 
**I am deeply grateful for your fine direction 
and sincere effort.”"—W. Crouch, jr., 
General Chairman. 


MUNCIE, INDIANA 
BALL MEMORIAL HOSPITAL 
Goal: $935,000 Pledged: $1,248,000 


“The professional team (of Ketchum, Inc.) 
has been cooperative, competent and effi- 
cient.”’-—Edmund F. Ball, Board Chairman. 


RICHMOND, INDIANA 
REID MEMORIAL HOSPITAL 


Goal: $1,000,000 Piledged: $1,039,287 


‘*‘Recalling your firm’s very important con- 
tribution toward raising the funds in 1948, 
we again came to you . . 


Mann, President, Board of Trustees. 


ERIE, PA. 
| HAMOT HOSPITAL 
Goal: $3,000,000 Pledged: $3,137,154 
**.. . The best received professional ever to 
come to Erie.’”’—7. LeGrand Skinner, Steer- 
ing Committee member. 


RIDGWAY, PA. 
ELK COUNTY GENERAL HOSPITAL 
Goal: $652,000 Pledged: $752,616 
. inspired leadership furnished by your 


representatives.’’—Quentin Graham, President, 
Board of Trustees. 


LAKEWOOD, NEW JERSEY 
PAUL KIMBALL HOSPITAL 
Goal: $275,000 Pledged: $330,000 
‘Without such workers as your company 
sent us we would not have been able to 
accomplish this goal.’’—Harold Kaplan, 
President, Board of Trustees. 


MASON, MICHIGAN 
MASON HOSPITAL 
Goal: $500,000 Pledged: $501,762 
“‘What was paid Ketchum, Inc. for pro- 
fessional help should prove to be the sound- 
est investment this community has ever 


made.’’— The Ingham County News. 


- 


LOCK HAVEN, PA. 
LOCK HAVEN HOSPITAL 
Goal: $800,000 Pledged: $1,017,545 


** |. skillful leadership shown by Ketchum, 
Inc.’’—Editorial, Lock Haven Express. 


We invite your inquiries—there is no obligation 


KETCHUM, INC. 


Campaign Direction 
CHAMBER OF COMMERCE BUILDING . 
PITTSBURGH Ig, PA. 


s00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C, 
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| Multi-colored Textured Paint 


Two great paint advantages have been combined into one in this new Plextone. Because 
it's practically odorless, one room can be painted while the adjacent room is !n use. 
Because it dries faster than ordinary paint, you can avoid costly delays in routine. 
Plextone is composed of two or more colors which, when applied, retain 
their individual identity. Just one spray coat creates an interlacing 
color network of dignified beauty. Plextone is five times thicker 
than ordinary paint and has unusual resistance to abrasion, chip- 
ping, or scratching. Plextone is probably the most washable 
paint in general commercial use today. And, Plextone’s unique 
anti-static properties tend to repel dirt and dust. Thus, 
Plextone stays cleaner longer, too! _ 


) 


Odorless-type PLEXTONE 


j PLEXTONE Corporation of America 
World's Largest Manufacturer of } 2139 McCarter Highway, Newark 4, N. J. 
, j Multicolored Textured Paints I Please rush free color-flecked PLEXTONE color chips 
and application data. 
i 
L xX q 
° Title (or occupation) 
FOUNDED BY MAAS & WALDSTEIN CO j Company 
i 
2139 McCarter Highway, Newark 4,N.J. Street , 
Midwest Division: 1658 Carroll Avenue, Chicago 12, Ill. g City Zone State 


Pacific Coast Division: 10751 Venice Blvd., Los Angeles 34, Calif. a a 
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MAYSTEEL 
CASEWORK 


a 
Today's hospitals, 
staffed by Specialists, 
should be equipped 
by Specialists. 
Maysteel 
“Specializes in 
Hospital Casework. 


Far from a casual re-design of simple 
home-style or industrial cabinets, May- 
steel Casework is the result of concen- 
trated “specializing” to the super-critical 
high standards of hospital demands. Thus, 
only in Maysteel Casework can you ex- 
pect the wealth of exclusive advantages 
in superior strength, “built-in” styling, 
‘“‘hushed-action”” drawer and door, the in- 
stallation simplicity and flexibility of 
“unit design” planning, easier cleaning, 
modern ‘‘functional’’ color harmonies, 
working area efficiency, the permanence 
of stainless steel and baked enamel fin- 
ish — that make Maysteel Casework the 
equipment pride of your hospital admini- 
stration and staff. 


CHECK MAYSTEEL FIRST for #help on your new 
hospital or remodelling plans. Remember... you're 
modern with Steel — and tuned-to-the-future with 


MAYSTEEL. 


NEW MAYSTEEL 
CATALOG 

Covers new Moaysteel 
Casework, Cabinets, 
Wardrobes, Floor Plans 
— for every hospital 
working area. Write 
for your copy! 


PRODUCTS 


Sales Office: 744 N. Piankinton Ave. 
MILWAUKEE 3, WISCONSIN 
Factories: Mayville, Wisconsin 
Representatives in Principal Cities 


introducing the authors 


Harry T. Haver, M.D., F.A.C.S., and 
Harry T. Haver Jr. discuss the func- 
tions, organization, staffing and 
costs of subrecovery units in their 
article on p. 47. The article is an 
outgrowth of a father and son’s 
discussion of the medical and ad- 
ministrative problems of setting 
up and operating intensive care 
units for postoperative patients. 

As a member of the senior sur- 
gical section at Chicago’s Ravens- 
wood Hospital, Dr. Haver has had 
first-hand experience with subre- 
covery units. In 1953 Ravenswood 
Hospital introduced its first inten- 
sive care unit and the hospital will 
open a new 12-bed unit on De- 
cember 1. | 

Having recently completed his 
master’s degree in hospital admin- 
istration and his administrative 
residency, Harry T. Haver Jr.’s 
interest centers on the admin- 
istrative aspects of subrecovery 
units. He-.is a 1956 graduate of 
the State University of Iowa course 
in hospital administration and 
served his administrative resi- 
dency at Trumbull Memorial Hos- 
pital, Warren, Ohio. He completed 


DR. HAVER 


LT. HAVER 


his undergraduate work in soci- 
ology at Iowa Wesleyan College, 
Mount Pleasant, in 1954. 

Harry T. Haver Jr. is now a 
lieutenant in the Medical Service 
Corps of the U. S. Air Force and 
is serving as registrar and assistant 
chief of outpatient clinics at the 
4035th USAF Hospital at Ells- 
worth Air Force Base, S. Dak. 

Lt. Haver’s father, too, has been 
associated with the military branch 


of the armed services. During 


World War II Dr. Haver served 
as a major in the U. S. Army 


Medical Corps. He was chief of 
the general surgical section of the 
250th General Hospital. 

A fellow of the American Col- 
lege of Surgeons, Dr. Haver is a 
past president of the Ravenswood 
Hospital medical staff. He received 
B.S. and M.D. degrees from the 
Loyola University School of Med- 
icine, Chicago. 


W. J. Silverman, associate director 
of Chicago’s Michael Reese Hos- 
pital for the past five years, re- 
ports how 
changes in the 
arrangement of 
the hospital’s 
urological oper- 
ating rooms ef- 
fected better, 
speedier patient 
care in his arti- 
cle on p. 49. 

Prior to 1952, 

MR. SILVERMAN Mr. Silverman 

served as ad- 
ministrator of a 329-bed general 
and tuberculosis hospital in Agana, 
Guam, for two years. From 1946 
to 1950 he was a member of the 
field staff of the Public Adminis- 
tration Service, where he was en- 
gaged in consulting work for city 
and state governmental jurisdic- 
tions. and for territorial govern- 
ments, such as Guam and Puerto 
Rico. 

Mr. Silverman completed his 
graduate and undergraduate work 
at the University of Minnesota. He 
received his B.A. degree in psy- 
chology and sociology in 1939 and 
an M.S. degree in’ psychometrics 
in 1942. While completing require- 
ments for the master’s degree, he 
was employed as_ psychometrist 
for the Minnesota State Civil 
Service Department. He left his 
Minnesota position for military 
service, where he served as an 
officer in the VU. S. Army -from 
1942-46. | 

A member of the American 
College of Hospital Administra- 
tors, Mr. Silverman is also serv- 
ing as a member of the Committee 
on Community Planning of the 
Chicago Hospital Council. 
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_ Extra fullness at base of thumb allows full hand closure without binding. — | 


SoU RGEONS 


THE RUBEBEER COMPANY 


A DIVISION OF BECTON, DICKINSON AND COMPANY be Camtom, Ohio 


>» 
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| and unmatched comfort 

Curved fingers permit natural, tension-free manipulation. 
Color bands on cuffs allow quick and easy size identification and sorting. 
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(BECAUSE IT WON’T 
COME OFF THE ROLL) 


y x 
Sh 


... BECAUSE CURITY ADHESIVE UNWINDS WITH | 
A GENTLE PULL SO ALL TAPE COMES OFF THE ROLL NEW 


Are you getting only 9 yards of tape from a 10-yard roll? . 
Wasting the last 10 per cent because it won’t come off the roll? ° 
Then switch to New Curity Adhesive—the one that un- Uv Vy 
ADHESIVE 
adhesive stays fresh. It’s the easy-to-handle adhesive that 
really sticks—even after months on your shelf.  ( BAUER & BLACK )- 


winds with the same gentle pull right to the end of the roll. 
And here’s another Curity economy: Famous quality Curity 
Ask your Curity representative for a demonstration. | Division of The Kendall Company 
HOSPITALS, J.A.H.A. 
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HYDRAXTOR 


EXTRACTOR 
strenuous 


Yes, HYDRAXTORS serve best where there’s 
need for high production at low cost. They 
save labor, power and linens. Can be installed 
anywhere without foundations “or bolting. 
Absolutely vibrationless, noiseless and safe. 
Ask any owner. 


LOW INITIAL COST... 
LOW UPKEEP | 
3500 TOUHY AVE., CHICAGO 45, ILL. 
15 


a, 
Cir 
S800 An ONnic HOsp;  YERIC,, 
To Who 
It May Con K | 
One The HYp | 
ite nag TOR whi | 
insta?) S bee, we 
ati 2 in Pure | 
On ha s 
Use, gt Perat te 
ue + hat ion y 
fact it 
h 
We Curg dai) te Our Str 
4 Our 4 are Ve und SNuo . 
7 n Pla ry a us ‘ 
HY P8seg Min doud) 
the RAXTORS- Petiens to Cons 
Pen 22 my Populay; 
tract the I she Und 
|  & 
| \ Y 
Jose 
Hos pin Shan, 4 
Adm 
tray. 
| WRITE, WIRE OR 
| . INFORMATION 
| 
OCTOBER 16, 1957, VOL. 31 
j 


This Man Knows how to help prevent 0.R. explosions 


FOR | 


The Man Behind the Drum. 


Nearly a half century of experience in 
dealing with specialized hospital prob- 
lems is at your service without cost 
when you contact the man behind the 
drum... your Huntington Represen- 
tative. 


WITH CORRECT MAINTENANCE OF FLOORS 


If static electrical charges are not drained out through electrical 
conductive floors in your O.R., the danger of an explosion can be very 
real to you. 


How do you keep conductive floors . . . conductive? Ask your Hunt- 
ington Representative. The company he represents has spent many 
years testing and analyzing conductive materials. The result is: A spe- 
cial wax and a cleaner for specific use on conductive floors. The wax is 
C-2C, the only wax listed by Underwriters’ Laboratories Reexamination 
Service for conductive floors; Spal Concentrate, the cleaner, was proved 
safe in the same series of extensive tests. Now O.R. floors can be prop- 
erly maintained for safety, sanitation and appearance. 


This is only one example of how the years of experience behind 
every Huntington Representative can help you solve your problems. 
Write today for the name of your Huntington Representative. 


HUNTINGTON “ LABORATORIES 


INCORPORATED 
Huntington, Indiana * Philadelphia 35, Pennsylvania * Toronto 2, Ontario 
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> REPORT FROM WASHINGTON—A 
need for almost 2 million hospital 
beds in the United States has been 
seen as the result of statistical 
data gathered in connection with 
the Hill-Burton hospital construc- 
tion program. There are presently 
approximately 1.1 million. accept- 
able beds in this country, meaning 
that additional facilities to house 
some 900,000 more beds must be 


built to meet this goal. Details 


p. 120. 

@In another Department of 
Health, Education, and Welfare 
report it was disclosed ‘that al- 
though the total amount spent on 
public assistance climbed, 


mainly because of the steady 


growth in population, the amount 
spent on such aid in relation to 
the gross national product has de- 


creased. The gross national prod- 


uct is the total annual expendi- 
ture made by consumers, business, 


and government. Details p. 120. 


@ Dr. Ames C. McGuinness, in 
an address last month, said that 
the facilities and services of the 
general hospital should be made 
available to more rural areas. Dr. 
McGuinness also made reference 
to a number of administration 
programs in the health field. De- 
tails p. 121. 

@ Speaking elsewhere, Elliott 
Lee Richardson said that “large 
numbers of [social security bene- 
ficiaries] will have to depend on 
supplementary assistance’ from 
state and national governments 
unless their hospital and medical 
care costs are met on a nongov- 
ernmental basis. Mr. Richardson, 
too, expressed some ideas on the 
administration’s approach to forth- 
coming legislation which may be 
proposed by the administration. 
Details p. 122. 

@ Manufacturers of Asian influ- 
enza vaccine have been requested 
by the Public Health Service to 
follow the priority recommenda- 
tions of state and local advisory 
committees in filling orders for the 
vaccine. 

The manufacturers already have 
accepted a voluntary plan for al- 
locating vaccine to each state 
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according to population. The fur- 
ther step suggested by PHS is in- 
tended to work toward equitable 
distribution of the vaccine within 
the states and communities. 

PHS has generally recommend- 
ed that vaccinations be given first 
to health personnel, to others en- 


‘gaged in other essential services, 


and to patients who constitute a 
high medical risk. 

In keeping with the suggestions 
of the Association of State and 
Territorial Health Officers and 
PHS, 19 states have already re- 
ported the establishment of advis- 
ory councils to make vaccine dis- 
tribution recommendations within 


‘their states. 


* REVISED CODES OF ETHICS RELEASED 
BY AHA, ACHA—-A revised code of 
ethics for hospitals and one for 
hospital administrators have been 
released by the American Hospi- 
tal Association and the American 
College of Hospital Administrators. 
The new codes replace a standard 
of ethical conduct outlined by the 
two organizations in 1939. Details 
p. 124. | 


> CONGRESS INVESTIGATES HOSPITAL IN 
PORTLAND, ORE.—A subcommittee 
of the House Government Opera- 
tions Committee has conducted 
hearings concerning the operation 
of Morningside Hospital, a propri- 
etary mental institution in Port- 
land, Ore. 

For more than 50 years the hos- 
pital has been caring for all mental 
patients committed in the Terri- 
tory of Alaska. Administration of 
the contract for such. care was 
transferred to the territory from 
the Department of the Interior in 


1956 when the Alaska mental 
health bill was passed by Congress. 
At the hearings concerning this 
bill some testimony was given 
which alleged that less than desir- 
able standards of care had been 
maintained at Morningside. The 
present hearings were intended to 
investigate the prior operation of 
the hospital and present conditions 
there. 7 

Witnesses testified that in prior 
years the hospital had an inade- 
quate number of professional staff 
members, food was not palatable, 
shock therapy was’ employed 


, where success was unlikely, pa- 


tients were engaged in gainful oc- 
cupations without appropriate pay, 
patient labor was used for per- 
sonal benefit of the staff, and the 
owners attributed personal ex- 
penses to the hospital corporation. 

Other testimony, however, 
showed that staffing problems have 
been alleviated, the physical plant 
has been improved, the rate of 
patient discharges is favorable, use 
of patients in occupational therapy 


gs prescribed by physicians and is 


not employment, the hospital is 
“‘open’’, and supervision by the in- 
terior department was lax. 

The subcommittee has gone to 
Alaska for further investigation of 
mental health problems in the ter- 
ritory. 


> ALABAMA LEGISLATURE APPROVES 
$100,000 FOR INDIGENT MEDICAL CARE 
—In its closing hours the Alabama 
legislature approved the appro- 
priation of $100,000 for indigent 
medical care. The appropriation 
became effective Oct. 1, the Ala- 
bama Hospital Association report- 
ed. The bill setting up the in- 


Worth Quoting 


1957. 


. . . Whenlever] positive treatment and elemental human kindness 
were substituted for chains, ropes, whips, and jeers, the mentally ill 
showed the ability to recover. Whenever the mentally ill were made to 
see that someone cared, many of them got better faster. And whatever 
else anyone may say of the age in which we live. one thing can be said 
to our credit: as a nation and as individuals, we care . 
Richardson, assistant secretary, Department of Health, Education, and 
Welfare, before the San Francisco Mental Health Society, April 29, 


. . —Elliot Lee 
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digent care program in the state 
had already been in effect, al- 
though this was the first time 
funds were allotted. 

The state legislature also passed 
a constitutional amendment per- 
mitting counties having special 
hospital taxes to use unpledged 
revenue to match available state 
funds for indigent care. Under 
Alabama law an amendment does 
not require the governor’s signa- 
ture, but it must be approved by 
the voters of the state in De- 
cember. 


» RECORD NUMBER OF INTERNSHIPS OF- 
FERED—-Some 852 hospitals offered a 


total of 11,895 intern positions for 


the intern year beginning July 1, 
1956, the American Medical Asso- 
ciation reported in the Oct. 51 issue 
of its journal. 

In its study of residencies, it was 
found that 1199 approved hospi- 
tals had made 28,528 residencies 
available, as of Sept. 1, 1956. 

The report was compiled by the 
AMA’s Council on Medical Educa- 
tion and Hospitals. 

A full story on the AMA’s re- 


port will be carried in the Nov. 1 


_ issue of HOSPITALS, JOURNAL OF THE 


AMERICAN HOSPITAL ASSOCIATION. 


HOSPITAL ‘PRODUCTIVENESS’ ON RISE 
—General hospitals in the United 
States are more “productive” to- 
day than they were 20 years ago, 
the Health Information Founda- 
tion has concluded. 

This finding was reached by the 
foundation after a preliminary re- 
port on a study of patients’ records 
at Beth Israel Hospital, Boston, for 
the years 1932 and 1952. 

The foundation pointed to re- 
cent improvements by hospitals in 


such human factors as number of 
patients served, number of lives 
extended, and-amount of pain and 


PETROLATUM 
GAUZE 


conforms fully to the official 


standards prescribed by the U.S.P. - 


This prepacked, pretested material assures 
unquestionable sterility at time of use. 


Especially-designed equipment impregnates the 
gauze so lightly and uniformly that the danger 
of maceration is minimized. 


Most hospitals are neither staffed nor equipped to fol- 
low the U.S.P. XV specifications for the preparation and 
control testing of a dependably sterile petrolatum gauze. 
That is why ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 
is their choice of a nonadherent dressing. It has proved 
itself “best by test” in millions of cases in thousands of 
civilian as well as military hospitals throughout the 


United States. 


WHY USE SUBSTANDARD 


MATERIAL 


when this superior 


prepacked sterile product 


is available at a 
worthwhile saving? 


CHESEBROUGH-POND’S INC. 


Professional Products Division 


NEW YORK 17, N.Y. 


VASELINE is a registered trademark of Chesebrough-Pond’s Inc. 


disability reduced. 

Dr. Cecil G. Sheps, Beth Israel 
executive director, directed the 
study. The years chosen were con- 
sidered “representative of distinct 
eras in medicine and hospital care, 
i.e., before and after the current 
era of sulfa drugs, antibiotics, and 
other great advances in therapy”’. 

During the 20-year period, the 
annual number of patients admit- 
ted to the nonprofit community 
hospital more than doubled. This 
was due in part to the addition 
of 30 beds to the 194 available in 
1932, and, the foundation stated, to 
a more extensive use of existing 
beds—93 per. cent occupancy in 
1952 compared with 70 per cent 
in 1932—and a reduction in the 
average patient’s length of stay 
from 12.8 to 9.8 days. The result 
was an increase in the annual 
number of patients per bed from 
19.4 to 34.9. 

At the same time, the annual 


death rate declined from 52 per 


1000 patients to 34 per 1000, even 
though the average age of the 
patients advanced from 35 to 47 
years. 

It was also found that there was 
an increasing proportion of mid- 
dle-aged and elderly patients ad- 
mitted during 1952, as well as a 
greater proportion of young chil- 
dren. Although surgical patients 
in 1952 were still a majority—69 
per cent of the total number—a 
growing proportion of patients re- 
quired medical rather than sur- 
gical treatment, the study  indi- 
cated. In 1932, surgical cases 
constituted 85 per cent of hospital 
patients. 
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Soft Mist Green and Antique White furniture colors—with 
Textolite tops in a new Provincial pattern —combine to give this 
Simmons hospital room appealing, restful charm. 


What you can’t see at first glance are the hidden features that make 
this room especially attractive to patients and hospital staff alike. 

There’s the Simmons Slimline Van-D-Dresser that conveniently 
serves as bedside cabinet, desk and dresser. There’s a full-sized 
bed in the Hide-A-Bed sofa by Simmons for extra sleeping accom- 
modations. And the hospital bed is a Sammons Motorized Vari-Hite 
that raises or lowers at the touch of a button. (It’s fully approved 
by Underwriters’ Laboratories). Equipped with a Beautyrest* hos- 


pital mattress. made only by Simmons. 


*Reg. Trade-Mark 
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Whether you’re furnishing new 
rooms or adding new furniture 
to old ones, your maintenance 
budget will show the economy 
of Simmons welded steel. furni- 
ture, designed by Raymond 


Spilman, A.S.1.D. 


Your Simmons agent or 
nearby Simmons office is 
always ready with advice 
based on nationwide 
hospital experience. 


DISPLAY ROOMS: 


Chicago * New York ®* San Francisco 
Atlanta * Dallas * Columbus * Los Angeles 
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Private duty nurses volunteer 
for care of critically ill 


To give critically ill indigent or 
financially insecure patients the 
advantages of individual nursing 
care, 20-25 registered nurses in 
Hays, Kans., have volunteered 
their services at St. Anthony's 
Hospital. The nurses are all mem- 
bers of the Catholic Council of 
Nurses. The council has a commit- 
tee on volunteer nursing with a 
chairman who calls the members 
to donate their services. 


Daddy. this 
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ghinions and ideas 


A member of the nursing serv- 
ice at the hospital telephones the 
committee chairman, who in turn 
calls members to give what time 
they can—ranging from 2-8 hours. 
The nurse then provides service 
until the emergency has passed. 
This service, while provided by 
Catholic nurses, is given to all pa- 
tients without respect to creed. — 

Sister Mary Alwin, administra- 
tor, reports that this service has 
proved most valuable to the pa- 
tient as well as to the hospital.— 
SISTER M. CORINNE, C.S.A., R.N., 


Is 


really fun! 


tion and 


director, St. Anthony School of 


Nursing, St. Anthony Hospital, 
Hays, Kans. . 


Hospital finds journal club 
effective educational medium 


Mount Sinai Hospital in New 
York City has participated in the 
education of young hospital ad- 
ministrators for several years, 
through its program of Goldwater 
fellowships and administrative 
residencies. To give these student 
administrators the opportunity to 
become acquainted with the staff’s 
philosophy of administration and 
to discuss current literature in the 
field, an administrative journal 
and discussion club was organized. 

It was felt that extensive exami- 
nation of hospital literature and 
discussions with resource persons 
would broaden the residents’ gen- 
eral knowledge and _ familiarize 
them with problem-solving meth- 
odology. Presenting discussion 
materials at seminar’ meetings 
would help to develop presenta- 
speaking 
Since lack of time is a trouble- 
some problem to most active ad- 
ministrators, it was decided that a 
part of each meeting should be 
devoted to a discussion of selected 
current hospital literature, follow- 
ing summary presentations by the 
residents. | 

Members of the journal club are 
the top level administrative per- 
sonnel of the hospital. Other staff 
members are invited to meetings 
when the discussion: pertains to 
their departments. 

The major responsibility for 
preparing each meeting is left to 
the residents. The position of dis- 
cussion leader for each. meeting 
is rotated among the club’s mem- 
bers (excluding the administrative 
residents) and is usually vested in 
the member who is most interested 
in or whose hospital position most 
qualifies him to lead the discus- 
sion of a given topic. 

Two weeks prior to the meeting 


techniques. 


FOUR-YEAR-OLD Anne Rankin of Chillum, Md., smiles happily as she sits atop a hobby horse 
with her chin on an x-ray plate in Walter Reed Army Hospital, Washington, D. C. Gripping 
the “‘reins’’ places her chest in proper position against the film box as her father, Army 
M/Sgt. R. P. Rankin, takes the x-ray. Anne's father, who is chief x-ray technician at 
the hospital, designed the specially-constructed horse to aid in taking x-rays of children. 


date, the residents prepare alist 
of topics culled from the current 
hospital literature and submit it 
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Cameras Demonstrate Clinical 
Procedures to Hundreds of Students 


Through the eyes of RCA color television cameras, hundreds 
of students see clinical procedures close up. Physical examina- 
tion of patients, discussion of symptoms, tests and diagnoses 
are presented as they actually transpire. These pictures are 
shown on television screens at many locations, and viewed by 
an unlimited number of student observers (see next page). 


Courtesy: Walter Reed Army Medical Center 
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2 CAMERAS—choice of vidicon, 
image orthicon or color cameras 


CONTROL CONSOLES 
for video and audio 


Effective Medical Instruction via TV Begins 
with a Television Teaching Studio 


A well-equipped teaching studio is essential to the 
success of television in education. Designed to 
meet the requirements of good TV practice, 
such a studio is the source of programs to 
classrooms. It has good acoustics and proper 
lighting to assure a high level of presentation, 
and will provide pictures of consistently good 
quality which flow smoothly throughout a TV 
lecture session. 


A basic high-fidelity television teaching studio, 
with associated control room, is illustrated. 
Studio is equipped with two cameras and micro- 
phones. The use of two cameras facilitates a 
variety of picture material—close ups, long shots, 
visual aids, settings. Switching from camera to 


For an informative brochure on RCA High Fidelity Television Systems, 
write to Educational Administrator, 
294, Radio Corporation of America, Building 15-1, Camden, N. J. 


Camden, N. J. 
Tmk(s) ® 


RADIO CORPORATION of AMERICA 


Broadcast and Television Equipment — In Canada: 


camera provides a change of pace to spark pro- 
gram interest and promote fullest attention from 
students. Control room is equipped with video 
and audio controls and switching facilities. This 
equipment can be readily expanded, as your plans 
develop and your goals increase, giving you 
needed supplementary facilities and protecting 
your investment far into the future. 


For instruction in medicine and surgery, where 
live demonstrations via color television offer op- 
portunity for highest realism, system-integrated 
color cameras will be preferred. A special over- 
head color camera has been developed to provide 


a “surgeon’s eye view” of operations to any 


number of students. 


Television Equipment, Dept. 


RCA VICTOR Company Limited, 
Montreal 


One of a series explaining the successful application of television to education. 
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Collecting Bills 
and Protecting 


Good Will... 


hospital 


min pacer 
Stretching income to cover the costs of im- 
proved service and safeguarding the reputation 
of the hospital can be real problems. 

Like many personal service businesses, hos- 
pitals are constantly under fire because of 
rising expenses. How a hospital handles its 
collections can be an excellent target for criti- 
cism—defamatory fuel for an explosive issue. 
The methods used for collecting bills can add to 
or detract from your whole public relations pro- 
gram! But there is a right way . 

Allow ACA members to asgume ‘your calles 
tion responsibility. They provide ethical, de- 
pendable service—always in the best interest of 
maintaining the good will and integrity of the 
institution. 

There are ACA offices serving 6,000 com- 
munities in all 48 states; Canada, Alaska and 
Hawaii. For full information write this office— 
or look for the name of your ACA member 
collection agency in your telephone directory. 


‘‘4 Nationwide Association of Ethical 
Collection Agencies’”’ 


AMERICAN. 
COLLECTORS 
ASSOCIATION 


Inc. 
5011 Ewing Ave. So. 
Minneapolis 10, Minnesota 
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single 
sulfonamide 
Specifically for 


urinary tract 
infections 


dtrect | effective 


‘THIOSULFIL: 


Brand of sulfamethizole 


greater solubility 
means rapid 
action with 
minimum side effects 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
5652 
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to the members of the club for 
selection. An agenda is then pre- 
pared and distributed, with a se- 
lected bibliography of current 
publications, to the members one 
week prior to the meeting. 

On the assumption that infor- 
mality increases member partici- 
pation, the meetings are held after 
dinner in a comfortable conference 
room. A premium is placed upon 
active participation by all of the 
club’s members, since it is through 
this activity that the discussion 
group thrives. Each contribution 
to the meeting tends to broaden 
the scope of the topic, presents 
new facets and adds to the educa- 
tional experience of the residents 
and the staff. 

The major portion of the meet- 
ing is spent in open discussion. Op- 
posing positions are presented and 


discussed. Occasionally resolutions ~ 


for use in the hospital may be 
drafted as a direct result of the 
discussion, although the journal 
club is not intended as a medium 
for administering hospital busi- 
ness. Minutes of the meeting are 
prepared by the residents and 
edited by the discussion leader. 
The educational benefits of this 
program to the residents have been 
amply demonstrated. The enthu- 
Slastic participation at meetings is 
an index of the evaluation. 
—SHELDON S. KING, Goldwater fel- 
low in hospital administration, and 
ROBERT MARKOWITZ, administra- 
tive resident, Mount Sinai Hospi- 
tal, New York City. . 


Veterans hospital uses music 
as cobalt treatment soother 
When a patient is taken down 

to a sub-basement level for treat- 
ment with a multi-ton “bomb’’, it 
can cause anxiety to even the 
bravest patient. Add to that the 
tension over illness and the radi- 
ologist is faced with a serious psy- 
chological situation that definitely 
impedes treatment of tumor pna- 
tients with the rotating “cobalt 
bomb”. 

Veterans Administration Re- 
search Hospital on Chicago’s North 
Side partially solved this problem 
by installing a high-fidelity music 
system last May. The music is sup- 
plied free to the hospital by a 
musicians’ charitable organization. 

The music is played throughout 
the treatment hours, both in the 
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cobalt and the x-ray treatment 
rooms. The patient has his choice 
of classical, popular, soothing—and 
even rock and roll music. 
William T. Moss, M.D., chief of 
therapeutic radiology at the hos- 
pital, reports that the ‘“muGic pro- 
vides a more familiar atmosphere 
for the patient and helps distract 
him when he is alone in the treat- 
ment room”. 


Evening course permits 
learning while earning 
Lakewood (Ohio) School of 
Practical Nursing now has positive 
proof that its evening program for 
practical nurses is highly success- 
ful, reports Mrs. Evelyn L. Knoed- 
ler, R.N., director of the school, in 
the August 1957 issue of Practical 
Nursing. A second class of 20 stu- 
dents was recently graduated from 


the two-year-old school, which is 
Lakewood. 


cosponsored the 
Hospital and Lakewood Board of 
Education. The school is fully ac- 
credited by the National Associa- 
tion for Practical Nurse Education 
and the Ohio Board of Nursing 
Education and Nursing Registra- 
tion. 3 

Mrs. Knoedler stated that be- 
fore the course was established, 
there had been repeated requests 
in the community for evening 
classes during the preclinical pe- 
riod so that the student might work 
and have an income during that 
period. When the local newspaper 
carried a story about the possibil- 
ity of establishing the school and 
invited all interested women to 
come to the meeting, more than 
85 women came to hear about the 
proposed program. 

The hospital administration and 
school board were so encouraged 
by this response that the evening 
program was immediately initi- 
ated. The school board was re- 
sponsible for the physical equip- 
ment and the area for the school, 
while the hospital provided the 
necessary equipment for the nurs- 
ing arts laboratory. The program 
also received financial assistance 
from the Ohio State Department 
of Education, Division of Voca- 
tional Education, which supple- 
ments the coordinator’s and in- 
structor’s salary and the purchase 
of additional equipment. 


Classes are limited to 25 stu- 7 


dents. Age requirements are 18 to 


55, but the admissions committee 
will consider applicants over 55 
years of age who have all the other 
necessary qualifications and pass 
the physical examination. The 
screening also includes testing 
given by the school board psychol- 
ogist, a personal interview by the 
school director, and the checking 
of references. 

The tuition per student is $150, 
which includes the texts used in 
the course. The only other expense 
to the student is for uniforms. The 
student receives a monthly stipend 
of $90 while in the clinical area. 

The preclinical program runs 40 
weeks. Three evenings each week 
(Monday, Wednesday and Friday) 
from 6-10 p.m. The first two hours 
of class are devoted to theory and 
the last two hours to nursing arts. 

The clinical pattern follows the 
minimum requirements of the Ohio 
State Board of Nursing. It in- 
cludes: 
weeks 


Medical nursing 8 

Surgical nursing 8 weeks 
Orthopedics 4 weeks 
Maternity-nursing 4 weeks 
Pediatrics 4 weeks 
Home service 4 weeks 


Cases for the supervised home 
nursing experience are_ selected 
from the community in close prox- 
imity to the school. Staff doctors 
call in requests for students. Re- 
cently a home nursing supervisor 
(part-time) was added to the 
school faculty. She first visits the 
home to evaluate the nursing 
needed and discusses the service 
with the family. The family is told 
that there will be a change of stu- 
dents every two weeks. The fee 
of $7 per-eight hours should be 
sent directly to the Lakewood Hos- 
pital business office. 

Mrs. Knoedler reports that the 
students do not lose interest in the 
preclinical course even though it 
is a 40-week program. She stated 
that of 49 admissions in the first 
two classes, there were 41 grad- 
uates. Four students were dropped 
from the program; three left be- 
cause of illness and one student 
left the city. Twenty-five of our 
graduates are now working in hos- 
pitals. 

The school’s third class is com- 
pleting its clinical expense and 
will graduate in November. The 
fourth class of 25 students is now 
in the preclinical area. bd 
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LAUNDRY MACHINERY 


5 


"World's oldest builders of power laundry equipment” 


"Troy's laundry planning and machinery 
saved $50,000 on our hospital expansion.” 


“It’s the new laundry room we didn’t have to 
build that saved us over $50,000,” reports R. E. 
Stone, assistant administrator of St. Francis Hos- 
pital, Wichita, Kansas. The new hospital wing 
increasing capacity from 535 to 735 beds seemed 
to demand an expensive new laundry room. but 
Troy planning engineers and Mr. Stone simply 
redesigned the old laundry for more efficient work 
flow ... and added new work-saving Troy 
machinery to handle the capacity. 


“Now,” Mr. Stone says, “the new laundry has 


35 more capacity — without increasing our 


Division of 
American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 
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staff!”” The new Troy Fullmatic® ‘“Slyde-Out” 
Washer permits automatic soaking of blood- 
stained linens .. . and thus releases one employee 
for other duties. Additional labor savings are 
resulting from other new automatic Troy ma- 
the Speedline Flatwork Ironer, the 


chinery 


‘Olympic dump-type Extractor and the Fleximatic 


Air-Jet® Folder. 


This hospital made initial savings and operational 
savings by contacting Troy in the early laundry- 
planning stages. Find out about Troy’s free plan- 
ning service for your laundry. 


TROY LAUNDRY MACHINERY, Dept. H-1057. 
Division of American Machine and Metals, Inc. 
East Moline, Illinois 


( ) Give me details on Troy’s free laundry planning service. 


( ) Send me a free catalog on Troy 


(STATE TYPE OF LAUNDRY MACHINERY) 


HOSPITAL 


AOCRESS 


ciTy 


ZONE STATE 


ATTENTION MR. 


MAIL COUPON FOR DATA ———~—~—~~-~ 
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a General Electric x-ray unit 
in step with your progress 


A full-range x-ray unit 


Here's the power of a fixed x-ray installation plus com- 
plete mobility. With the new General Electric Mobile 
200" you get all these features: 

@ Full 200-ma, 100-kv output. 

@ Identical components, circuits and controls to those 
in major X-ray apparatus. 

@ Easy-rolling, rubber-tired movement that puts full 
x-ray power at any point in the hospital. 

@ Operation from wall outlets—Any adequate 230-volt 


for bedside radiography 


line will do. You can also work from 115 volts at 
reduced power. 

With every feature essential to modern radiography, 
the Mobile 200” will prove-.a real asset in improving 
the quality of service and expediting case handling. 
Even within the x-ray department, it’s an ideal standby 
unit when heavy loads swamp existing facilities. 

Get full details from your G-E x-ray representative. 
Or write X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wisconsin, for Pub. L-101. 


Progress Our Most Important Prodvet 


GENERAL ELECTRIC 
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in 1.8 minutes, doctor, 
you can check the record of 


In the Treatment of Hand Dermatitis 
Revlon research scientists developed Silicare specifically to counteract 
skin exposure to irritants and to provide desired prophylactic functions. 


LeVan and associates* tabulated the results of 147 cases of hand der- 
matitis after treatment with Silicare for several months. 


Housewife 
Kitchen employee 
Profession housecleaner 


Silicare Formula Laundry worker 
Silicone — water repellent Nurse and aide 
Hexachlorophene — bactericide Seamstress 
Camphor-Menthol — antipruritic Laboratory 
Glyoxyl — diureide — healing agent Miscellaneous 


No. of complete partial no 
patients healing healing healing 
38 33 2 2 
21 18 3 - 
13 12 
23 17 5 1 
3 1 2 = 
4 3 1 on 
26 22 3 1 
147 121 21 5 


You can safely recommend Silicare as it helps heal and protect the 
hands from further irritation despite continued exposure to the same 


causative agents. The acceptance of Silicare is further 
enhanced by its smooth, non-greasy consistency and its 
pleasant fragrance. 

In practice, doctor, where your own hands are ui jected 
to frequent scrubbing, you will find that Silicare gives . 
the desired protection yet leaves no — film to impair 
your manual dexterity. 


*Le Van, P., Sternberg, T. H. & Newcomer, V. D. California Medi- 
cine 8]1:210, 1954 
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REVLON PHARMACAL DIV. 
DEPT. H-10 

745 Fifth Ave., New York 22,N.Y. 
Please send me a reprint of the 
article and a professional package 
of Medicated Silicare. 

Name 


spital 


Address 
City Zone 


State 


745 Fifth Avenue * New York 22, N. Y. 
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from COMMUNITY. 


hospital 
furniture 


CREATED 
TO MEET 
THE DEMAND 


for a more 


FUNCTIONAL 
OVERBED 
TABLE 


the “GIBRALTAR” 


With 
many new 
features . 

including 


* Exclusive safety stop on 
vanity. 


* Largest top surface, 15” x 36”. 


* Remarkably easy to raise or 
lower. 


* Recessed handle. 


Write for New, Illustrated, Inform- 
ative Catalog of the Complete Com- 
munity Line. 
SERVING THE NEEDS OF 
HOSPITALS FOR 21 YEARS 


COMMUNITY METAL 
PRODUCTS CORP. 


1213 Circle Avenue 
Forest Park, Illinois 


accueditabion 


fnoblems 


KENNETH B. BABCOCK, M.D. 


Do we have to consider all deaths 
at our medical staff and departmental 
meetings? It is quite a chore and 
many of the cases are not of interest. 


No. There should be general 
statistics kept on all deaths and 
the diagnosis, but only deaths in 
cases that presented problems. in 
diagnosis or treatment should be 
discussed at medical staff and de- 
partmental meetings. The program 
committee of the medical staff or 
the committee appointed to select 
death cases should review all 
cases and then choose the ones 
for discussion. 

In the experience of JCAH sur- 
veyors, poor medical staff meet- 
ings and poor attendance at these 
meetings usually can be traced to 
a poor-functioning, uninterested 
program committee, not laying the 
groundwork for the meetings. 


You have seldom mentioned the 
dietary department in your column, 
yet it is one of the essential services. 
What does a surveyor look for when 
he inspects this department? 


We feel this department should 
be under the supervision of a full- 
time qualified dietitian (preferably 
an ADA member), although in 
smaller hospitals the _ dietitian 
may be employed on a consulta- 
tive, part-time basis. There should 
be facilities for preparing thera- 
peutic diets. 

The surveyor evaluates the ade- 
quacy of the dietary department 
on the basis of cleanliness, proper 
refrigeration, dishwashing, gar- 
bage disposal, safe practices in the 
preparation and transportation of 
food, and the controls established 
to insure proper diet therapy. The 
deficiencies most often reported 
by the surveyors are: 

1. Lack of thermometers and 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H:-A., 
for referral to Dr. Babcock and his staff. 


@ discussion of death 
cases 

@ dietary department 
inspection 


@ x-ray records 


@ hypnotherapy in 
hospitals 


temperature controls in large re- 
frigerators. . 

2. Lack of temperature and 
thermostatic controls on dishwash- 
ing apparatus and even when 
present, not utilized. 

3. Poor and unsanitary garbage 
control and disposal. 

4. Storage of uncovered food in 
the same refrigerator with drugs. 

5. Failure to ever clean the ice 
storage bins. 

6. Presence of unimaginative, 
unpalatable, repetitious, stereo- 
typed ‘“‘special’’ diets. 

7. Poor housekeeping and sani- 


tation in the department. 


In the August 1957 Bulletin of the 
Joint Commission on Accreditation of 
Hospitals, it states under x-ray depart- 
ment (I-b) that “a _ special sheet 
should be included in all hospital and 
clinical charts for data of fluoroscopic 
examinations, specifying data, site, 
roentgens per minute, exposure time 
and operator.” Will it be satisfactory 
if this information is included on the 
regular x-ray report which is attached 
to the chart? 


The procedure is perfectly ac- 
ceptable and unquestionably will 
save time, effort and possibly filing 
space. Several hospitals are al- 
ready following that procedure by 
having the information printed in 
a corner of the report. Where sta- 
tionery was already printed, one 
hospital we know of had a rubber 
stamp made up and used it on 
their existing stationery. 


We would like some information on 
a situation which is new to us in this 
area, although we have been aware of 
its growth in other places. The ques- 
tion concerns the hospital’s liability in 
using hypnotism. Could the hospital 
be liable for treatment given by the 
doctor in the hospital? Would it be 
necessary to have the patient or rela- 
tive sign a special permit? 


The Joint Commission is not a 
judicial body and is not entitled 


(Continued on page 130) 
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AT THE SINAI HOSPITAL 


-Send for this Booklet 


* Furniture Designed 
By G. Luss 
of Designs for Business 
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When you enter a hospital room appointed with Carrom 
Wood Furniture, your first impression is a cheerful 
warmth . . . a “hominess” that relaxes. At the Sinai 
Hospital, Detroit, every effort has been made to inspire 
that feeling. Above is a room scene at Sinai showing 

a few Carrom pieces including two versions of the 
interchangeable “‘Kaleido-Kase” cabinet. All Carrom 
Wood Furniture is made of selected woods and is sturdily 
built to provide years of rugged usage. Its Enduro finish 


makes it impervious to scratches and burns. Whether 


you want traditional or modern, standard or special 
furniture ... choose Carrom Wood Furniture. Write today 
for Carrom’s Hospital Furniture Catalog. It includes 

the new Kaleidoscope Grouping! 


CARROM INDUSTRIES, INC. 
LUDINGTON, MICHIGAN 
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THE MARK OF ADVANCED ASEPTIC ROUTINE 
ine 


STERIL 


Handle more loads more efficiently ...and in less staff time, with 
Shampaine Electric's fully-automatic Steracyclic® controlled sterilizers. 


i 
CHOOSE FROM THE COMPLETE LINE... RECTANGULAR OR CYLINDRICAL FOR... 


Instruments Solutions 
Water Supplies 
Utensils Bedpans 
Flasks Lab Work 
Dressings Bedding 


Write Now For Details—Planning Data Yours Free on Request 


A.S.M.E. Code Design 
Underwriters’ Laboratory 
Listed 


SHAMPAINE ELECTRIC CO., INC. | 


50 Webster Ave. New Rochelle, N. 
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y ed you'll always buy stainless steel 


Add the low yearly maintenance | 
cost to the initial price. 


Then, divide the total by the 
many years of active service you enjoy 
with stainless steel. 


RESULTS: YOU SEE THAT SHAMPAINE 
STAINLESS STEEL EQUIPMENT COSTS 
YOU LESS THAN ANY OTHER TYPE 


19205. Jefferson St.-Louis, Mo 
= 
8x7 


So 


THE WORLD'S MOST COMPLETE LINE OF STAINLESS STEEL SURGICAL EQUIPMENT 
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MODERN, FIRE-RESISTIVE HOSPITAL 
CHOOSES GRINNELL SPRINKLERS 


Rhode Island Hospital, Providence, R. I. 
Architects: SHEPLEY BULFINCH RICHARDSON & ABBOTT 
General Contractors: GILBANE BUILDING COMPANY 


Vital work areas get 


this extra measure 


of safety 


The new, 12-story Rhode Island Hospital in 
Providence is exemplary of the latest and best in 
hospital design. Its facilities include 452 beds, 

14 operating rooms, an administrative center, 
service rooms, cafeteria, kitchen, and office areas. 


af 
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Despite use of fire-resistive materials in construction, 
nothing was left to chance. For fire records are filled 
with cases of “‘fire-resistive buildings” destroyed by 
fire. So Grinnell Sprinklers were installed in 
potential fire areas throughout the building. 


Grinnell Sprinklers stand ready, day and night, 

year after year, to stop fire when it starts. The cost of 
such protection, moreover, is small compared to 
losses from fire, and especially since a Grinnell 
Sprinkler System reduces insurance premiums. 


The best time to consider fire protection is at the 
planning stage. However, a Grinnell System can be 
installed in existing buildings with a minimum of 
inconvenience, and without disrupting normal 
hospital routine. Write Grinnell Company, Inc., 


G RI N N E, L L 266 West Exchange Street, Providence, R. I. 


PROTECTION AGAINST EVERY FIRE HAZARD 


Manufacturing, Engineering and Installation of Automatic Sprinklers since 1878 


HOSPITALS, J.A.H.A. 


Hill 
| 
= 
~ 
“> = 
= 
‘ 
bed 
‘ 
4 rt 
‘ 


MATTRESS PADS 
in Flat style and new Fitted type 


LOOK WHAT YOU GET! 


@ Preshrunk in width, outwears ordinary pads 

e Finest, double-woven bleached cotton felt 

e No quilting, no filler to lump. Easier bedmaking 
—@ Lightweight handling, laundering, storing 

e Machine washable at any temperature. Fast drying 


BATES BLEACHED FITTED PAD—1304 


Single or double sizes ...36 to carton 


BATES BLEACHED FLAT PAD—1302 (not shown) 
sizes 17x18 or 26x34, 12 doz. to carton, 1 doz. to package 
sizes 38x72 or 38x76 or 52x76, 3 doz. to carton, half to package 


NEWEST COTTON BLANKET 


in vat-dyed Hospital Green 


Now, add a soothing touch of color to your hospital 
rooms! Soft, gentle green, especially developed by Bates 
for hospital use. So popular for years in white, this softly 
napped blanket is tightly woven and finished with firm, 
whipped edges to withstand heaviest wear and washing. 
Use as light cover, as warm sheet, or ether blanket. 


sizes 68x90, 68x99, 68x108 « 50 or 100 to a case 


F YOUR NEAREST BATES DISTRIBUTOR, WRITE TO: BATES FABRICS, INC., INSTITUTIONS DEPT., 112 WEST 34 STREET, NEW YORK 


FOR NAME 0 
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Auxiliary dues 


Do you have any statistics on what 
dues hospital auxiliaries charge for 
different classifications of members? 
Our hospital auxiliary is considering 
a change and would like to know how 
dues are applied to working, non- 
working, and honorary members. 

We do not have real statistics 
on the annual dues specified by 


other auxiliaries. Our newly pub- 
lished manual, Patterns and Prin- 
ciples for Hospital Auxiliaries, 


recommends that dues for active 


members should be kept moderate, 
usually $1 to $5 a year. The trend 
is toward the $1 or $2 a year mem- 
bership fee for active members. 
Inactive .members' usually are 
asked to pay a larger fee for mem- 


WITH SLIDING TELESCOPIC CARRIAGE TRAY 


JEWETT 


MORTUARY 
REFRIGERATORS 


T0108 BODY CAPACITY 


Hospital installation of three-tier Jewett mortuary refrigerator and Jewett instrument cabinet. 


Jewett built the first mortuary refrigerator over 40 years ago 
tee today Jewett is the accepted leader in its field, offering custom- 
built and standard mortuaries designed to meet your specified 
requirements. Available in recessed, free standing, side opening or 
pass through models, also wheel-in types for carts. 


WRITE DEPARTMENT H 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


THE REFRIGERATOR 
COMPANY. INC. 
BUFFALO 13. N.Y. 
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bership dues—$5 to $10 a year. 
This is premised on the fact that 
they are not able to be active in 
the work of the auxiliary but do 
wish to make some contribution 
and therefore they make a larger 


contribution in terms of money. 


I assume that the term “honor- 
ary membership” implies that 
these members pay no dues, that 
membership was conferred upon 
them because of outstanding serv- 
ice to the auxiliary or to the hos- 
pital. If the term refers to life 
membership, a category that many 
auxiliaries maintain, life members 
usually pay $100 and thereafter 
pay no annual dues. Many auxil- 
iaries put life membership dues 
into a special fund and all monies 
coming from this source are then 
applied to a specific project. 

—PATRICIA SUSSMANN 


Rate reductions 


Does the American Hospital Asso- 
ciation have a policy regarding hospi- 
tal rate reductions for clergy, hospital 
personnel and staff? 


Allowances to members of the 
clergy, their families, members of 
the medical staff and their fami- 
lies, have long been a subject of 
discussion in the hospital field. 
As a result, a few years ago, a 
committee was established by the 
American Hospital Association to 
record national policies in regard 
to such allowances. 

A statement was developed on 
the “Basic Philosophies Underly- 
ing Hospital Policies on Allow- 
ances.” It was approved by the 
Association and has become stand- 
ard practice in many hospitals in 
this country. 

A limited number of copies of 
this policy are available from AHA 
headquarters.—HIRAM SIBLEY 


Servicemen’s accounts 


Does the medical service -of the 
Department of the Air Force have the 
responsibility for effecting settlement 
of accounts for authorized medical 
care and allied services rendered active 
duty military personnel by hospitals? 


Treatment of nonemergency 
cases m Civilian facilities is au- 
thorized only when there are no 
other federal medical treatment 
facilities available. Such non- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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Radiant Acoustical 
Ceiling 


Your Building is Better 
Your Building Budget no Bigger 


Write for Catalog No: 138-2K 
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The only completely integrated 
Radiant Acoustical Ceiling 


Completely modern, but years beyond the experi- 
mental stage, the Burgess-Manning Radiant Acoustical 
Ceiling has been proved in many installations in 
hospitals, schools and commercial buildings. 


It is the perfect ceiling for the hospital, where 
human comfort is the primary consideration. 


The Burgess-Manning Ceiling does not depend on 
air movement for heat transfer, hence there are no 
drafts. The floors are always warmer than the room 
temperature. The response to temperature controls is 
practically instantaneous, with no lag or overrun. 
Temperatures are practically uniform from floor to 
ceiling. Patients feel comfortably warm, even at lower 


than average room temperatures. 


From the standpoint of economy, Burgess-Manning 
Radiant Acoustical Ceiling is equally efficient. With 
direct contact between coils and radiant panels, 
maximum heat transfer efficiency is attained with 
substantial fuel economy. Maintenance costs are low- 
er. The absence of radiators, ducts, etc., means more 
usable floor. space and lower initial accommodation 
costs. 


From the standpoint of comfort and efficiency, 
there is no comparison with the Burgess-Manning 


Radiant Acoustical Ceiling. 


BURGESS-MANNING COMPANY 
Architectural Products Diuision 


5970 Northwest Highway, Chicago 31, Ill. 
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emergency treatment must be 
authorized by the serviceman’s 
commander. 

Treatment of emergency cases 
in civilian facilities for service- 
men on duty, leave, or liberty is 
authorized without prior approval 
of the military authorities when 
necessary to save life, limb, or 
prevent undue suffering. However, 


» the proper authorities should be 


notified promptly. 

Ideally, notification of proper 
authorities should be made by 
wire or telephone before hospi- 


talization, but since in many cases 
this will not be practicable, noti- 
fication may be made immediately 
after medical aid has been rend- 
ered. The proper person to notify 
is the commander of the nearest 
Air Force Base. 

Proper notification should in- 
clude the individual’s name, rank, 
serial number, organization, na- 
ture of illness or ‘injury, and a 
statement of the practicability of 
transfer of the patient to a military 
hospital. 

The bill should be rendered to 


Makes Light Work of Adjustment 


—— STRETCH 


win NEW 3-POSIT ON CRANK 


The 3-position crank, described at left, makes it possible 
to raise or lower the litter to the position required in a 
few seconds with no uncertainty or delay. Decisive in- 
structions on the clutch explain the lift-mechanism, and 
this is further clarified by unique color banding on the 


inner sleeve of the clutch. This tells the nurse exactly 
what the litter position will be before the patient is raised 
or lowered an inch. Unnecessary and dangerous false 
starts are eliminated. Smoothly, quickly, the nurse cranks 
the patient to the right position. There is no delay—no 
wasted motion. 


Horizontal Lift Position Showing 
Adjustoble Bock Rest 


Reverse Trendelenburg Position 


For complete information, including prices and delivery, write: 
arvis , Inc. 


Jarvis D) jarvis, ine 


tn Caneda: Jervis & Jarvis of Canada, 1744 William Sr., Quebex 


Seles Representatives In Leading Cities Throvgheut the Country 
- Notionolly Distributed Through Quality Deolers 
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the commander of the nearest Air 
Force Base. In preparing bills for 
submission to the military organi- 
zation, the inclusion of the follow- 
ing will expedite processing: 

1. Prepare bills in quadrupli- 
cate. 

2. Show patient’s full name, 
service number, rank. 

3. Show patient’s diagnosis. 

4. Show dates on or between > 
which services were rend- 
ered. 

5. Itemize all charges. 

6. Show patient’s duty status 
at time of hospitalization 
(leave, liberty, duty). 

The following certification 
signed by the payee and hospital 
administrator must appear on each 
bill: 

‘“T certify that the above charges 
are correct and just; that payment 
therefor has not been received: 
that the services were necessary 
in the care and treatment of the 
person named above; that the 
services were rendered as stated; 
and that the charges do not exceed 
those customarily charged in this 
vicinity.” HIRAM SIBLEY 


Washing rubber gloves 


Can you supply us with a bibliog- 
raphy on machine washing of rubber 
gloves? 

A short bibliography follows: 

Cook, Charles B. ‘“Surgical- 
glove-saving technique.” HOSPITALS, 
J.A.H.A. 23:41-2, January 1949. 

Kuehn, Ruth Perkins. ‘‘There’s 
method in these nursing studies,” 
The Modern Hospital. 85:74-76, 
October 1955. 

Lehman, Emmy. “How to laun- 
der soiled surgical gloves.” Hos- 
pital Management. 78:76+, Sep- 
tember 1954. 

Markus, Frederick E. “Glove 
processing.’’ Hospital Topics. 
34:99-102 June 1956. 

Moore, William F. “Automatic 
washer-dryer units simplify glove 
room duties. HOSPITALS, J.A.H.A. 
26:117-8 October 1952. 

Perkins, Ralph L. and DeScipio, 
Frank J. “Washing and drying 
rubber gloves mechanically.” Hos- 
PITALS, J.A.H.A. 29:132-4 January 
1955. 

Walter, Carl W. and Errera, 
Dorothy W. “Care and sterilization 
of rubber gloves.”’ Hospital Topics. 
35:101-4 August 1957. 

—HELEN YAST 
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ONE Integrated Hospital Communication 


For the very first time, here is the world’s largest line of 


together . . . give and receive information and instructions 


communication and paging systems integrated end adapt- 
ed specifically for today’s modern hospital requirements. 

Nurse and patient talk directly and privately . . . cuts 
down nurses’ corridor travel time by 50%.. _selieves 
‘nurse shortage .. . steps up efficiency. Doctors and other 
key personnel are quickly and quietly paged anywhere 


throughout the hospital with the wonder of Dictograph 


quickly and efficiently by merely pressing a button at 
their fingertips. 

These are only a few of the outstanding features found 
in Dictograph’s Integrated Hospital Communication Sys- 
tem and the wonderful ~ of it is that it all may be 
installed at the same time... separately or in combina- 
tion with any part se your present system you wish to 


Miracle Page. Hospital Director and staff members talk retain. 


Dictograph New Nurse’s Station allows the nurse to: 
talk individually with patients ... send a message by “Miracle” 
Page—transmit via voice paging ...talk to staff people by 
administrative intercom... supervise several wards and emer- 
gency facilities. 


Dictograph one-source service. Engineering .. . installing 
. maintaining ...all from one reliable source — Dicto- 
graph, the Pioneer in Hospital Communication. 


For fully illustrated literature, clip coupon and mail today 
or you may wish our hospital consultant to call at your 
convenience and assist you in planning the most economical 
and practical communication system possible for your 
particular needs. Of course, you are under no obligation 
whatsoever. 


The Patient, by means of the Under Pillow Speaker 
can ...communicate directly with nurse at her station or at 
an auxiliary station . .. listen to his choice of central programs 
and church services... receive all emergency announcements. 


The Doctor and other key people by means of “Miracle” 


Page can ...receive personal — privately, from... 
nurse’s stations ... intercom stations . . . switchboards. 5 
The Director and his staff, by means of their Dictograph a DICTOGRAPH PRODUCTS INC., | 
Intercor ication stations, can... hold private or con- | 95-25 149th Street, 
ference-type ‘conversations with one another . . send messages Jamaica 35, N. Y. , } 
via ‘Miracle’ Page... broadcast through program... Gentlemen: 
conventional voice-paging system. j Please send me your current literature illustrating Dicto- | 
graph Integrated Hospital Communications system. | 
C] Please have your hospital consultant call to give me a free 
demonstration and to survey my communication needs. I 
Name Title i 
95-25 149th Street, Jamaica 35, New York Hospital : ! 
the communication needs of City 
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PATIENTS ACCOUNTS RECEIVABLE DAILY REPORT 
apn - 32 4275 
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The new National “42” can make 
great savings for your hospital by 
simplifying your record-keeping. All 
records required for each patient’s 
account are posted simultaneously by 
the National ‘‘42.”’ These records in- 
clude patient’s statement, statement 
for the insuring agency, ledger for 
hospital, plus the charge or credit 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


voucher and the detailed audit 
journal, 

_ When you use a National, up to 
date accounting information is always 
at your finger tips. This information 
makes it easier for you to make more 
profitable decisions, control revenue, 
reduce costs, and to manage more 
efficiently. 


989 OFFICES IN 94 COUNTRIES 
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A National System repays its original cost 
many times over through savings it makes 
for you. Ask your nearby National represen- 
tative to demonstrate the ‘‘42”’ and to explain 
why its use reduces operating 

costs. You'll find him listed in the “ia 
yellow pages of your phone book. 


ACCOUNTING MACHINES 
«ADDING MACHINES « CASH REGISTERS 
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Nuclear-Chicago Mediac II counting system 
shown being used in a thyroid uptake meas- 
urement includes new DS5-1P Scintillation 
Counter, new SA2 Stand and new 132 


Analyzer Computer. 


fine instrumentation for external 
counting with radioisotopes 


The all-new Mediac II, especially designed 
for thyroid uptake measurements and 
other clinical studies, is the most conven- 
ient and versatile counting system ever 
offered by Nuclear-Chicago for external 
measurement of radioactivity. 


The DS5-1P medical scintillation detec- 
tor features a large 2’”’ x 2” crystal for 
maximum sensitivity, three versatile colli- 
mator inserts for “‘pin-point”’ localizations, 
wide or narrow angle scanning, and easy 
conversion to a well-type scintillation 
detector for blood or urine sample count- 
ing. The 132 Analyzer Computer is a re- 
volutionary development which combines, 
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in one single chassis, a precision gamma- 
ray spectrometer, reliable binary scaler, 
well regulated high voltage supply, and 
unique automatic computing circuits. 
Model SA2 stand offers extreme rugged- 
ness and easy positioning. 


For years Nuclear-Chicago has been a 
leader in the development of quality radio- 
activity instrumentation for the medical 
profession providing in the highest degree 
the efficiency, accuracy and reliability so 
essential in this exacting field. Competent 
and prompt service is always available. 
Write for full details or ask to have our 
representative call. 


nuclear - chicago 


co # a @ 
265 WEST ERIE STREET * CHICAGO 10, ILLINOIS 
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Synkayvite is a water-soluble 
vitamin-K compound of high 
anti-hemorrhagic activity, 
assuring desired clinical 


fall results in obstetrics and 
surgery 


Synkayvite is convenient and 
time-saving. 5-mg (1 cc), 10-mg 
(1 cc) and 75-mg (2 cc) doses 
are all available in COLOR-BREAK 
ampuls which nurses open with 

a flick of the finger. Even the 
high-potency 75-mg dose is 
provided in low volume (2 cc). 


Synkayvite is kind to the 


patient. There is normally 

no stinging or aching, no matter 
whether it is injected 
subcutaneously, intramuscularly 
or intravenously. 


From the standpoint of physician, 
pharmacist, nurse and patient, 


let Synkayvite be your 
hospital's vitamin K. 


SS. 
SS. 


Hoffmann - La Roche Inc » 
Nutley - N. J. 


Synkayvite” brand of menadiol sodium diphosphate. 


Order direct from 'Roche' at hospital prices 
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editorial notes’ 


—matching and morals 


The ninth of the ten principles 
of hospital ethics in the new code 
reads as follows: 

“Hospitals should be fair, honest 
and impartial in all of their busi- 
ness_relationships.”’ 

Certainly, no one can quarrel 
with an injunction to be fair, hon- 
est and impartial. Transgressions 
violate our general code of conduct 
and the higher code which hospi- 
tals must obey. 

That is why we read with déep 
~ concern an editorial in the July 25 
number of the New England Jour- 
nal of Medicine, entitled ‘Morals 
and the Intern-Matching Plan.” 
The editorial describes a survey 
among the 322 fourth-year stu- 
dents at Boston’s three medical 
schools (Boston University, Har- 
vard and Tufts). The students 
were asked whether or not they 
had encountered breaches of the 
National Intern Matching Pro- 
gram rules during the 1956-1957 
matching. Of the 322 students 
questioned, 236 replied and of 
these 79 (one-third) reported vio- 
lations at one or more of the 
hospitals where they were inter- 
viewed. Because of multiple ap- 
plications, this does not necessarily 
mean that one-third of the hospi- 
tals were involved in the reported 
irregularities. 

These are grievious accusations 
and indicate a lack of understand- 
ing about the matching program. 
There is only one thing about the 
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plan which is binding on student 
and hospital—and that is the 
choices made by the student and 
the hospital and put on the plan’s 
punch cards. The matching plan 
plays no part in the selection pro- 
cess. It brings machinery into 
play once the selections are made. 
Once these selections are trans- 
ferred to the punch cards, no other 
factor enters into the final out- 
come. It is an encouraging matter 
of record that the annual average 
of those. who refuse to abide by 
the results is one student and one 
hospital out of some 6,900 partici- 
pating students and 822 participat- 
ing institutions. 

We have commented earlier in 
these columns on the genesis and 
operation of the National Intern 
Matching Program. There are 
things the plan has done and can 
do. There are things it can never 
do. 

It has already brought order and 


fairness to a _ situation signally 


marked (before the Program) by 
the absence of these qualities. It 
gives the student a fair chance at 
the internship of his choice and it 
gives the hospital a fair chance 
at the students of its choice. 

It cannot increase the attrac- 


tiveness of an internship nor can. 


it manufacture medical students. 

The matching plan cannot in- 
crease the number of medical 
school graduates. The plan cannot 
reduce the gap between the num- 
ber of participating students 
(6,636 from the U.S. and Canada 


in 1957) and the number of ap- 
proved internships (11,804) which 
were offered. It is this gap which 
can give rise to the breaches re- 
ported by the students—hospital 
demands that the student commit 
himself (or herself) or lose his 
chance for consideration; that he 
withdraw all other applications; 
that he inform the hospital how he 
intends to rank the hospital; hos- 
pital threats that staff privileges 
would never be granted if the in- 
ternship were served elsewhere; 
hospital promises of a guaranteed 
residency. 

The hospital which is matched 
by fewer or less desirable fourth- 
year students has several courses 
it may follow. 

1. Withdraw from the matching 
plan and operate with complete in- 
dependence. We discourage such 
a step and caution those who con- 
sider it that it is almost certainly 
going to yield fewer rather than 
more interns for the hospital. The 
matching plan does not increase, 
or decrease, the desirability of any 
internship, whether it be in the 
large teaching center or in the 
smaller hospital. It puts all hos- 
pitals and fourth-year students on 
an equal footing—where quality 
of internship and student is al- 
lowed free and fair play. It is 
hardly likely that the senior stu- 
dent—currently in a good bar- 
gaining position—will give up the 
plan and choose to operate as a 
free agent. And this he must do 
before he can negotiate with any 


39 


_ JOURNAL OF THE AMERICAN HOSPITAL ASSOCIATION 
\y 
Qa 
av 
One 

> ~ 

| 

4 

+ 

i 

4 


hospital which chooses not to be in 
the matching plan. 

2. Improve the internship. Ap- 
proval by the American Medical 
Association’s Council on Medical 
Education and Hospitals does not 
equalize the value of an intern- 
ship nor its attractiveness to the 
medical student. Hospitals which 
find themselves low on the match- 
ing totem pole can improve their 
position by elevating the educa- 
tional, salary and housing aspects 
of their programs. It must be re- 


membered that the internship is 


primarily an educational, not serv- 
ice, program. The medical staff 
which considers the intern a serv- 
ant, rather than a student, will 
soon lower the hospital’s chances 
in the free play which the match- 
ing plan provides. 

3. Seek qutalified graduates of 
foreign medical schools. Few 
graduates of foreign medical 
schools participate in the program 
and those who do not are free 
agents. Thus, the hospital may, 
with complete propriety, seek such 
free agents to fill vacancies in its 
internship program. It should not 
appoint, just for the convenience 
of its staff, those students who, for 
one reason or another (language 
barrier, inadequate medical prep- 
aration), will lower medical care 
standards. It must be re-empha- 
sized that the matching plan has 
nothing to do with the quality of 
students — foreign or American. 
The qualitative judgment of can- 
didates is the responsibility of the 
hospital and its medical staff. 

4. Violate the spirit and the let- 
ter of the matching plan contract. 
The hospital enters into a contract 
with the student through the 
matching plan. It is dishonorable 
to violate that contract. The New 
England Journal commented: “It 
is very easy to understand the 
problems of the hospitals and to 
be sympathetic with their dif- 
ficulties; it is not easy to condone 
cheating or bullying of students 
as a means of solving them. The 
violation of an agreement is a 
shameful and degrading act un- 
worthy of any member of the pro- 
fession.”’ 

The New England Journal un- 
doubtedly aimed its critical shafts 
at hospital medical staffs. After all, 
it is the medical staff which cus- 
tomarily interviews the applicant 
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for an internship and which em- 
ploys whatever promises or cajol- 
ery are used. But the hospital 
cannot sidestep its share of the 


responsibility for such actions. 


Neither is it a defense to say that 
some medical students probably 
exploit their advantageous posi- 
tion to make demands outlawed by 
the matching plan to which they 
are a party. 

Hospitals which, knowingly or 
unknowingly, tolerate violations 
of a contract by either party are 
guilty of a serious breach of ethics. 
Such conduct is not going to solve 
the problem. Rather, it may ex- 
acerbate it by destroying the 
matching plan and putting the vio- 
lators in a poorer position than 
before. 

Furthermore, as noted above, it 
is the selections by student and 
hospital which alone produce the 
only binding feature of the pro- 
gram. | 

The matching plan, as a purely 
mechanical process, is not in- 
volved in the charges brought by 
the Boston students. But hospitals 
and medical staffs are. If the 
charges are just, the hospitals and 
staffs responsible are guilty of a 
serious breach of conduct. 


—rational drug therapy 


Hospital formularies have been 
in use in many European hospitals 
for some 300 years. For more than 
100 years, these same formularies 
have been serving as. effective 
guides for therapeutics in hospitals 
of the United States. Possibly the 
first formulary in this country was 
the one adopted by the medical 
staff of the New York Hospital in 
1816 (the first edition of the United 
States Pharmacopoeia appeared in 
1820), with such well known au- 
thorities as Samuel Mitchell, M.D., 
and Valentine Seaman, M.D., as 
authors. In 1937 the Committee on 
Pharmacy of the American Hos- 
pital Association prepared a mem- 
orable report advocating the use 
of formularies. Thus the formulary 
concept has become one of the 
cornerstones of a rational drug 
therapy program and has been ac- 
cepted as such over the years 
by physicians, administrators and 
pharmacists. 

It must be recognized, however, 
that a valid formulary program 
must be based upon the acceptance 


of generic terminology and the 
formation of a pharmacy and 
therapeutics committee. This com- 
mittee, being one of the medical 
staff and composed of members of 
the medical staff and the hospital 
pharmacist, is comparable to other 
medical staff committees such as 
the tissue committee and the med- 
ical records committee. | 

With broad evaluation of drug 
therapy in the hospital as an ob- 
jective, this committee serves as 
an advisory committee to the 
medical staff in matters of thera- 
peutics. Perhaps another function 
of this committee should be the 
postauditing of patients’ records in 
the matter of therapeutics, just as 
the tissue committee carries out 
its function of evaluating surgical 
procedures. In fact, this procedure 
is now being followed in some 
institutions. 

In recent months, the funda- 
mental concepts of therapeutics in 
hospitals have been questioned. It 
has been asserted that the use of 
formularies is a form of substitu- 
tion of drugs. 

We believe that a hospital for- 
mulary prepared by the pharmacy 
and therapeutics committee of the 
medical staff and based on accept- 
ance of generic terminology does 
not constitute substitution of 


drugs. 


We believe that the word ‘“for- 
mulary”’ may have an unfortunate 
connotation in the minds of many 
critics of the system as referring 
to a static drug list. As August H. 
Groeschel, M.D., stated in a recent 
article in this Journal,* “The for- 
mulary is not a fixed list, as many 
formulary critics state. It is a 
dynamic list that is reviewed con- 
tinually by those on the medical 
staff best qualified to evaluate the 
vast arsenal of therapeutic agents 
available.” 

We believe that the formulary 
controversy is based on a misun- 
derstanding of the rational drug 
therapy concept. It. is possible that 
some formulary systems may not 
have the solid foundations de- 
scribed, but to our way of think- 
ing, this does not present sufficient 
reason for destroying the basis for 
rational therapy to which even 
those who question this concept 
must subscribe. 

*Rational drug therapy—what it is and 


what it is not. HOSPITALS,  J.A.H.A., 
31:68 June 16, 1957. 
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Ae pe YOU already have received 
a formal written report* of 
the past year’s activity of the 
American Hospital Association, 
I shall take this opportunity to 
speak from a somewhat different 
point of view. 

The person selected each year 
as president of the American Hos- 
pital Association has unique op- 


Albert W. Snoke, M.D., is director of 
Grace-New Haven (Conn.) Hospital .and 
immediate past president of the Ameri- 
can Hospital Association. 

*Annual reports, American Hospital As- 
sociation, 1957, distributed to all members. 
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hospitals—their current 


and future problems 


PRESIDENT’S ADDRESS 


by ALBERT W. SNOKE, M.D. 


This year’s President’s Address was 


delivered by Dr. Snoke at the Tuesday 


_ morning session of the House of Dele- 


gates of the American Hospital As- 
sociation in Atlantic City, Oct. 1, 1957. 


portunities to learn, in unusual 
detail, the serious and complex 
problems associated with medical 
and hospital administration in the 
United States, and of meeting 
those who are dealing with them. 
There are singularly few individ- 
uals in medical care administra- 


tion who have similar opportuni- 
ties of being exposed, let alone 
educated, to what is going on 
locally, regionally, and nationally 
in the health field. It would, there- 
fore, seem appropriate that the re- 
tiring president of the American 
Hospital Association take this op- 
portunity of presenting a few ob- 
servations and suggestions that 
have resulted from these experi- 
ences. 

The American Hospital Asso- 
ciation and the nation as a whole 
can well be proud of the admin- 
istration of hospitals in this coun- 
try. I have been impressed with 
the dedication and sincerity of the 
vast majority of those associated 
with hospital administration. Not 
only are they trying to improve 
the operation and efficiency of the 
hospital, but they are more and 
more participating in the improve- 
ment of community health, and 
most of all, they are actively par- 
ticipating in all aspects of the im- 
provement of the care of. the 
individual patient. I have also 
been impressed that hospital ad- 
ministrators are recognizing that 
they have a responsibility to work 
as full partners with the other 
health professionals concerned 
with patient care. 

Hospital administrators should 
be commended for the adequacy 
with which most are carrying out 
as difficult an administrative re- 
sponsibility as exists in any field 
of endeavor in this country. Not 
only are they faced with the 
universal problems of balancing 
budgets and dealing with person- 
nel, but they are in the situation 
of operating a public service that 
their customers would prefer not 
having to accept: The resulting 
stresses complicate their admin- 
istration in ways not met else- 
where in the business or service 
world. 

The unique aspect of our pro- 
fession that requires all of the 
tact, ability and experience of the 
individual is the. direction of an 
institution in which there is a dis- 
tinct dichotomy of authority be- 
tween the administrator and the 
physician over hospital policies, 
procedures, and many of the hos- 
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pital employees. This is probably 
the most important single factor 
that makes hospital administra- 
tion so complex and difficult. What 
other industry operates upon a 
principle that allows private en- 
frepreneurs (doctors), who have 
no direct financial or administra- 
tive responsibility, to determine 
policies and procedures, to direct 
personnel, and to affect substan- 
tially the financial operation of 
the institution? I continue to be 
impressed with the manner in 
which the majority of hospitals 
function in these complicated cir- 
cumstances. 

We can also take pride that 
more and more hospitals are be- 
coming true health centers. As the 
individual hospitals are develop- 
ing these additional responsibili- 
ties and increased stature, so is 
the American Hospital Association 
growing in program and prestige. 
We can honestly say that the 
Association has now developed far 
beyond a trade association dealing 
only with physical facilities and 
business organization to a truly 
professional association concerned 
with health programs and health 
services. 

Finally, we can all regard with 
deep satisfaction our experience 
during the last year in which staff, 
officers, members of the House of 
Delegates, and the individual hos- 
pital members have been brought 
so much closer together, through 
mutual examination of our future 
program with the resultant de- 
cision as to the headquarters build- 
ing. This close understanding and 
partnership will provide benefits 
for many years to come. 

Now I would like to touch on 
several areas of major interest to 
us all. I realize that there may 
be great differences in the degree 
of intensity or priority of problems 
that we face in various parts of 
the country, and that any individ- 
ual can assemble dozens of other 
complications for which solutions 
are urgently needed. However, I 
would like to discuss those areas 
which appear most pressing na- 
tionally. 


“1. RISING COSTS OF HOSPITAL CARE 


There is no problem affecting 
hospitals today in which there is 
a greater necessity for public un- 
derstanding and support than the 
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continuing, inexorable increase in 
hospital costs. Hospital adminis- 
trators and trustees are continual- 
ly viewing with alarm the neces- 
sity for repeated hospital rate 
increases, and are defensive about 
it. Fear is expressed over pub- 
licizing the steadily increasing 
costs—presumably in the hope that 
some miracle will occur and. the 
problem disappear. 

It is about time that we realize 
that the situation will not disap- 
pear if we ignore it. For example, 
in many areas, hospital employees’ 
wage levels are still unrealistically 
low, and consequently lower cost 


hospitalization is being maintained 


at the expense of that “involun- 


philanthropist’, the hospital 


employee. This cannot continue. 
Wages and salaries will have to 
be competitive in this modern labor 
market and hospital costs will in- 
evitably rise. Even in those hospi- 
tals where wages have been in- 
creased in an attempt to match the 
existing community wage scale, 
there is no possibility of hospital 
costs leveling off. They are tied 
too closely to the nation-wide 
problem of inflation. No one can 
read the newspapers without real- 
izing that everyone worried 
about this from the President of 
the United States to the house- 
wife trying to make ends meet in 
the super market. The newspapers 
are full of attempts to lay respon- 
sibility for our present situation 
on management or on labor, on 
the banks or on the Congress. 
Whatever the reasons may be, hos- 
pitals are a true barometer of the 
end results to the public of spiral- 
ing wage scales. 

Hospitals, by the very nature of 
the 24-hour day, seven day week 
personalized service, must employ 
individuals to cover all of the 168 


hours whether the generally ac-. 


cepted work week is 72 -hours, 40 
hours or 30 hours. As wages are 
increased throughout the country, 
hospital salaries must automatical- 
ly be increased to enable the hos- 
pital to recruit and retain em- 
ployees. With 65 to 70 per cent 
of the hospital expense being for 
personal service, these wage in- 
creases must be reflected in cost 
increases which of necessity must 
be met by a rate increase to the 
patient. Thus the working man 
receives an increased hospital bill. 


We don’t like it. He doesn’t like 
it. And industry and labor don’t 
like it. But as long as wages in- 
crease in the community, so will 
they in hospitals. We must empha- 
size to representatives of manage- 
ment and labor as well as to the 
public that continued wage in- 
creases will be reflected in con- 
tinued hospital cost increases. It 
was estimated by Mr. Ray E. 
Brown* a year ago that this would 
be about 5 per cent a year. This 
we now feel to be minimal. 

Obviously every hospital should 
be operated upon sound business 
principles. We are, individually, 
and through the .American Hos- 
pital Association and the American 
College of Hospital Administrators, 
trying to improve our administra- 
tive practices. However, manage- 
ment program improvements can- 
not prevent hospitals, any more 
than any other personal service 
industry, from being directly af- 
fected by the present trend of 
increasing wage levels. 


2. INSURANCE, THIRD-PARTY PAYMENTS 


The only hope for paying for 
medical and hospital care for the 
vast majority of the population 
of this country is through wide- 
spread medical and hospital insur- 
ance. Whether this be through 
voluntary insurance, governmental 
insurance, or a combination of 
both is a subject that receives end- 
less debate. It is my _ personal 
feeling that the best program 
would be based upon voluntary 
insurance, with payments by gov- 
ernment for the indigent and for 
the medically indigent. | 

There seems to be an increasing 
unsatisfied desire on the part of 
the public for a greater spread of 
comprehensive prepaid medical 
and hospital care. This has result- 
ed in such developments as the 
United Mine Workers program, the 
Community Health Association in 
Detroit, the Health Insurance 
Plan in New York, and now a sug- 
gested program through social se- 
curity for the care of the aged, in 
addition to the broadening of the 
Blue Cross and Blue Shield pro- 
grams, and of commercial insur- 
ance. Yet no complete answer has 
been found. We are in a state of 
flux. Our voluntary system is on 


*Brown, R. E. Nature of hospital costs. 
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trial—and we do not have forever 
to satisfy these demands. 

There is need for strengthening 
Blue Cross and Blue Shield so 
that they will work more closely 
together on national as well as lo- 
cal levels. Competition between 
-Blue Cross and Blue Shield with 
the resultant _hospital-physician 
misunderstandings in regard to the 
so-called medical services in hos- 
pitals must be eliminated. The Blue 
Cross Association holds promise of 
strengthening Blue Cross Plans 
throughout the country. It will 
not achieve its optimum success 
until the Blue Shield Plans are 
strengthened comparatively and 
cooperatively. 

There are a number of aspects 
of -insurance and hospitals and 
their relationship to each ‘other 
that deserve attention and study. 
Some of these are the relationship 
between hospitals and Blue Cross 
Plans, methods of payment, “so- 
cial concept”? of Blue Cross, ‘‘ma- 
jor medical’, “catastrophe” in- 
_ surance, and the role of the 

commercial insurance company. 
- Perhaps the most important to all 


_ of us is that the insurance programs 


be patterned so that the subscriber 
does not need to be in a hospital 
bed in order to benefit from his 
policy. 

Finally, I would hope that or- 
ganized medicine at all levels 
would assume greater initiative 
and responsibility-in recognizing 
the problems involved in the fi- 
nancing and payment for volun- 
tary hospital care and medical 
care in these days of social change. 
Voluntary prepayment insurance 
and voluntary hospitals are the 
very bulwark of medical practice 
as it-exists in this country today, 
and the American Medical Asso- 
ciation and the American Hospital 
Association must work closely to- 
gether in supporting both. 


3. RELATIONS WITH GOVERNMENT 


It is particularly important to- 
day that hospital organizations as 
- well as individual hospitals have 
a close liaison and understanding 
with “government’’—a term that 
should signify all branches from 
local to the state and federal level. 
There can be no question but that 
government has a proper role in 
the provision of health services. I 
believe that this role. should be in 
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partnership with the voluntary 
system and all actions and policies 
of both government and voluntary 
systems should take this partner- 
ship into consideration. Hospitals 
need to recognize that government 
is a partner and a purchaser of 
service and that governmental 
support is valuable, helpful and 
necessary. Not only do hospitals 
receive advantages, but there now 
exists extensive governmental re- 
imbursement to hospitals for in- 
patient and outpatient services for 
indigent, medically indigent, emer- 
gencies, etc. | 

Those in the position of deter- 
mining governmental public pol- 
icy, and also those of us in the 
voluntary health system, must re- 
member that this country is unique 
in this world in that the majority 
of medical care provided to our 
people is by the voluntary health 
system, and our standards and re- 
sults are second to none. We must 
be slow to accept any change that 
may affect this record. Govern- 
ment at all levels should under- 
stand the importance of the vol- 
untary hospital as the foundation 


upon which our modern voluntary - 


medical system is built. It should 
utilize these services as much as 
possible rather than compete in 
building and in program. 


4. INTERNATIONAL HOSPITAL RELATIONS 


We have found great value in 
exchanging points of view and in- 
formation among the hospitals of 
this country. Similar results can 
be obtained on an international 
scale. We have much to con- 
tribute and much to learn. 

We can learn from other na- 
tions with a different health care 
philosophy of the patterns, ex- 
amples and experiences of organ- 
ized and socialized health pro- 
grams. It is of great value and 
importance to those of us inter- 
ested in maintaining our present 
system of medical. and hospital 
care to study the experience of 
other countries, the advantages and 
disadvantages of their programs, 
why they developed as they did 
and any mistakes that were made. 
We must understand also the so- 
cial and economic pressures that 
caused the changes in other coun- 


tries and might tend to change our 


present patterns. We must under- 
stand what is inevitable or de- 


sirable and be in the position to 
adjust or guide future develop- 
ments through cooperation rather 
than blindly to oppose any change. 

Our Association has been par- 
ticularly fortunate in its relation- 
ships with Canada, and with our 
Latin American and South Ameri- 
can colleagues, and the Interna- 
tional Hospital Federation. These 
groups deserve support. There is 
no better area for improving pub- 
lic relations and understanding 
between the United States and 
other countries than in the field of 
health. Health problems know no 
boundaries and nationalism is 
much less important when one is 
considering the welfare of the sick. 


5. PROCUREMENT OF HEALTH PERSONNEL 


One of the most important prob- 
lems facing many hospitals today 
is the procurement, retention, and 
utilization of adequately trained 
personnel. This is particularly evi- 
dent in the current discussions of 
hospital administrators with re- 
presentatives of the professional 
groups, such as nurses, dietitians, 
medical technologists, and social 
workers and in the projections that 
are made of current and future 
needs. There are marked deficien- 
cies in available personnel for hos- 
pitals and there is not very much 
encouragement for the future. 

This is a national problem as 
well as a local one. The demand 


- for additional health personnel 


will increase arithmetically in pro- 
portion to the increase in popula- 
tion. In addition, the need will ex- 
pand almost geometrically as new 
health services, techniques, pro- 
grams and demands arise as the 
result of increased awareness of 
the importance of health. The con- 
tinued pressures to shorten the 
work week will directly increase 
the number of individuals neces- 
sary to. staff hospitals. For ex- 
ample, 2.3 individuals are neces- 
sary to fill one 24-hour job on a 
72-hour work week; 4.2 are re- 
quired to cover the position on a 
40-hour work week and 5.5 per- 
sons would be needed for a 30- 
hour work week were it to go into 
effect. This again emphasizes one 
basic cause of increasing hospital 
costs, since we still have our un- 
shrinking 168-hour hospital week. 

It is perhaps not generally real- 
ized that the primary burden of 
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the cost and effort of recruitment 
and education of nurses and, to a 
lesser degree, of other paramedi- 
cal groups, has been carried by a 
limited number of voluntary hos- 
pitals in this country. With the 
change in nursing education meth- 
ods and standards, it is no longer 
possible for the student nurse to 
contribute in service enough to 
pay for education and mainte- 
nance. This has resulted in an 
unfair, disproportionate expense 
upon the sick patients in these 
particular hospitals. 

Governmental hospitals such as 
those of the United States Public 
Health Service, of the Veterans 
Administration, and of the Armed 
Services, public health nursing 
agencies, school and _ industrial 
health programs and doctors’ of- 
fices as well as the 5800 hospitals 
who do not have nursing training 
schools can be considered as debt- 
ors to the less than 1200 hospitals 
in this country which are partici- 
pating in the education of nurses. 

The disproportionate number of 
nurses trained in relation to hos- 
pital beds, population, etc., of the 
various states in this country also 


' indicate the unfair burden placed 


upon some patients and hospitals 
as contrasted to others. Yet it is 
easy to understand the reluctance 
of boards of trustees of hospitals, 
now benefiting from training pro- 


grams in other hospitals, to em- - 


bark upon their own program that 
would increase their expenses and 
resultant charges to their patients. 

Recruitment of health personnel 
is a national problem of great ur- 
gency. Society in general should 
assume the expense of recruitment 
and education of health personnel 
through local, state and national 
tax funds, or by spreading the cost 
through health insurance to a 
maximum number of the popula- 
tion. 

Recruitment of all health pro- 
fessions must be intensified, par- 
ticularly with the competition that 
is being provided by industry and 
other groups for our high school 
graduates. One successful way of 
attacking this problem was pre- 
sented at the Carolina-Virginia 
meeting in Roanoke last spring. 
The community hospital, in part- 
nership with the town board of 
education has developed a pro- 
gram by which the health pro- 
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fessions are mtroduced and made 
attractive to the students. This 
starts almost at the “Brownie’”’ 


and “Cub” stage. Both the hospital — 


and the community are relatively 
small but have been eminently 
successful in creating interest 
which has resulted in a high pro- 
portion of students going into the 
health professions. Every hospital 
should share in the responsibility 
of recruitment as should every 
physician—even though the actual 
education may of necessity be con- 
centrated in relatively few insti- 
tutions. 


6. RESEARCH 


Any discussion of the current 
and future problems of hospitals 
cannot be complete without refer- 
ence to research. Hospitals as an 
industry and hospital administra- 
tors as individuals have lagged 
markedly in this area in the past. 
This has been due to a large extent 
to the belief that busy executives 
were able by training, experi- 
ence or attention to do thoughtful 
and constructive research. Fur- 
thermore, any financing of re- 
search was dependent upon hospi- 
tals, which were already operating 
at a deficit. Both ideas were un- 
realistic. 

There have been exciting de- 
velopments during the past few 


years with research funds being: 


made available under the Hill- 
Burton Program, the growth of re- 
search activities in the various 
university courses of hospital ad- 
ministration and the rapid de- 
velopment of the Research Divi- 
sion of the American Hospital 
Association. This is encouraging 
and progressive. What we are do- 
ing now, however, underlines the 
necessity of doing more, of de- 
veloping or expanding more cen- 
ters or foci of study with the sup- 
port of fellows and_ research 
associates and a greater exchange 
of students, fellows, and assistants, 
not only throughout this country, 
but throughout the world. 


7. HOSPITAL-PHYSICIAN RELATIONSHIPS 


Hospital-physician relationships 
are a perennial problem that still 
produces adrenalin’ and 
frustration, much heat but little 


light. The two groups which are so 


interdependent in what should be 
a mutually rewarding partnership 


Joint 


continue to nave misunderstand- 
ings or disagreements that hurt 
both. My experience continues to 
be that whenever responsible lead- 
ers Of physicians and hospitals 
meet together and have frank dis- 
cussions, trust, respect and mutual 
understanding invariably develop. 
These results do not always filter 
to the grass roots: : 

A profound and far-reaching 
program of education in mutual 
hospital-physician -relations and 
responsibility is necessary. The 
American Hospital Association can 
only share this responsibility with 
the American Medical Association. 
declarations, occasional 
papers or infrequent discussions 
are insufficient. Doctors need to 
understand that hospitals share 
with physicians the responsibility 
in patient care. Doctors need to 
appreciate the value of the strong 
voluntary hospital in preserving 
the type of medical and hospital 
practice that we regard as the 
finest in the world. Those running 
hospitals also need to accept their 
responsibility in developing this 
mutual understanding. 

It is also imperative that both 
hospitals and doctors recognize 
that there are at the present time 
certain social, political or economic 
trends that are almost inexorable. 
It is important that we in hospi- 
tals together with. those in the 
medical profession retain open 
reasonable minds so that construc- 
tive criticisms and development of 
realistic and adequate programs 
can be organized and presented by 
us. Otherwise, we may be facing 
programs developed without us 
(the hospital and the doctors to- 
gether) or forced upon us by fiat. 

I suggest that hospitals and phy- 
sitians stop debating over the 
wording of suggested financial 
contracts between hospital-medi- 
cal specialists. and hospitals, or © 
over the nonsense that hospital- 
administrators are trying to take 
over the practice of medicine, and 
direct our mutual attention toward 
areas that are vital to our future. 

@® How can we meet the public 
demand for comprehensive, pre- 
paid health care on a simple and 
economical basis? 

@ How can we improve the ef- 
ficiency and lower the cost of pro- 
viding medical and hospital care 

(Continued on page 132) 
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HAT SHOULD a hospital ad- 

ministrator do about provid- 
ing adequate radiation protection 
barriers for high voltage x-ray or 
cobalt-60 radiation therapy equip- 
ment? 


Any major alteration in the 


radiation therapy department of 
a hospital usually leads to the in- 
stallation of higher energy equip- 
ment. Protective barriers which 
must then be installed are usually 
a major item of the total cost of 
alterations or new construction. 
The problem, therefore, is to pro- 
vide adequate protection at mini- 
mum cost. 

The suggestions and discussions 
which follow are based on the 
author’s 17 years of experience co- 
operating with radiologists, archi- 
tects and hospital administrators 
in designing protective barriers 
for high energy radiation installa- 
tions in hospitals and physicians’ 
offices. The purpose of these sug- 
gestions is to show how and why 
cooperation, in the earliest plan- 
ning stages, among the radiologist, 
architect, administrator and radi- 
ological physicist can lead to im- 
portant savings in _ protective 
barrier costs. 

It is not intended to describe 


here the complex physical prop- 


erties of radiation, the laws of 
absorption or the technical data 
upon which proper protective bar- 
rier design is based. This informa- 
tion is available in many excellent 
publications such as ‘the Hand- 
books 1.2.3.4 of the National Bureau 
of Standards. 

Adequate protective barriers 
for a minimum of cost usually 
involve compromises among the 


radiologist, administrator, archi- 


tect and radiological physicist. It 
is most important, therefore, that 
all who are concerned with the 
problem should understand the 
many factors which must be taken 
into account when protective bar- 
riers are designed. 


NO COOKBOOK FORMULATION 


Each high energy radiation in- 
stallation is a new problem and 


differs in many ways from all pre- 


vious installations. For this reason 
the design of protective barriers 
cannot be reduced to cookbook 


Frank E. Hoecker, Ph.D., is chairman of 
the Radiation Biophysics Program and 
certified radiological physicist, University 
of Kansas, Lawrence. 


The author discusses factors affect- 
ing low cost radiation barrier design. 
He calls attention to the need for 
conference and cooperation among 
radiologist, architect, administrator 
and radiological physicist as the essen- 
tial basis for economical design of 
adequate protective barriers. 


formulation. This fact is readily 
appreciated by consideration of 
the following list of factors upon 
which protective barrier design | 
must be based: 
A. Physical properties of radiation 
1. Laws of absorption 
2. Intensity-distance relation- 
ship 
3. Deviations from simple laws 
B. Legally established or recognized 
maximum permissible exposure limits 
C. Radiation source equipment 
1. Energy or voltage of the 
source 
2. X-ray tube current or out- 
put in roentgens per minute 
3. Type of equipment, whether 
constant output or pulsating 
4. Leakage radiation (radia- 
tion through source shield) 
5. Presence or absence of pri- 
mary beam absorber ° 
D. Location of equipment in treatment 
room 
1. Orientation of unit 
2. Distance of source from pro- 
tected area 
3. Horizontal angular freedom 
of beam 
4. Vertical angular freedom of 
beam 
5. Vertical and horizontal mo- 
tion of source 
E. Treatment room factors 
1. Dimensions of room 
2. Wall, floor and ceiling thick- 
ness (existing or planned) 
3. Location with respect to 
other hospital areas 
4. Type of structural material 
(if existing) or planned (if 
new ) 
F. Adjacent areas 
1. Occupancy, percentage of 
day 
2. Type of protected area (re- 
stricted or unrestricted) 
3. Location of unexposed film 
storage 
G. Work load for unit (hours of opera- 
tion per day) 
H. Protective barrier material to be used 
to supplement structural material 
For each installation, data on 
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these factors must be available 
because each item contributes to 
the determination of the barrier 


thickness. In rare instances in 
which there are no financial lim- 
itations, the factors are deter- 
mined on the basis of the clinical 
preferences of the radiologist and 
by structural and aesthetic prefer- 
ences of the architect. The physi- 
cal laws are well known and the 
technical data are usually readily 
available. In these cases, how- 
ever, as well as in cases where 
severe financial limitations exist, 
the legally established and recog- 
nized maximum exposure limits 
require careful consideration. 


RADIATION EXPOSURE LIMITS 


_ A distinction must be kept in 
mind between “legally estab- 
lished” and ‘“recognized’’ maxi- 
mum radiation exposure limits. 
At present, only a few states® have 
legally established radiation ex- 
posure limits. It is reasonable to 
expect that within the next 10 
years the developments in appli- 
cation of radiation sources in in- 
dustry, medicine and research will 
have forced action in most states. 

Even now the recognized radia- 
tion exposure limits recommended 
by the National Committee on 
Radiation Protection and those es- 
tablished by the Atomic Energy 
Commission have an effect in 
many respects equivalent to law. 
While the regulations of the com- 
mission do not apply to x-ray 
equipment, they do apply to any 
area which receives’ radiation 
from radioactive isotope 
source. The hospital administrator 
and radiologist should keep in 
mind any possible future uses of 
radioisotopes in or near the de- 
partment of radiology. The in- 
stallation of a cobalt-60 therapy 
unit in the department automati- 
cally necessitates application of 
radiation requirements of the AEC 
to the protective barriers for x- 
ray equipment whose _ radiation 
field may overlap that of the co- 
balt-60 unit. 

A further consideration must be 
borne in mind. Recommendations 
of the NCRP and the AEC may be 
used in the future to decide medi- 
colegal questions in cases of al- 
leged radiation overexposure. 

A discussion of recommended 
radiation exposure limits as ap- 
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plied to the determination of ra- 
diation barrier thickness is too 
involved for a generalized article 
such as this. However, in every 
case the final barrier thickness 
must be such as to reduce the 
radiation at any given point to 
a level specified by the regulations 
for the personnel and conditions 
which exist in the particular area 
in question. These conditions de- 
termine whether the area is re- 
stricted or unrestricted. 


CORNER ROOM DESIRABLE 


Careful planning in relation to 
the effect of the above factors is 
especially important when finan- 
cial resources are limited. This 
usually means careful considera- 
tion of surrounding areas and the 
areas above and below the radia- 
tion source room with regard to 


their proposed :use and occupancy. | 


A corner room is usually desirable 
if private residences or other in- 
habited buildings are not too close. 
If the radiation source cannot be 
located in a ground floor room 
with unexcavated space below, a 
location above a dead storage area 
should be sought. The storage of 
unexposed film should be planned 
as remote as possible from the 
radiation source room. 

Usually, the radiation source is 
chosen by the radiologist with 
certain clinical objectives in mind 
and the protective barriers must 
be adapted to its characteristics. 

In the case of x-ray equipment 
there is little choice, from the pro- 
tective point of view, except to 
make certain that the manufactur- 
er has included a source shield 


which reduces leakage radiation . 


to such a level that it does not 
increase the thickness of second- 
ary barriers. This applies also to 
cobalt-60 therapy units when the 
source is in the ‘‘on”’ position. The 
cost of the source shield, and 
hence the cost of the unit might 
be reduced by less shielding for 
the source in the “on” position, but 
a reduction in unit cost might be 
more than compensated for by in- 
creased cost of barriers. 


PRIMARY BEAM ABSORBER 


One feature of some cobalt-60 
units can make a great difference 
in the cost of protective barriers— 
this is the back-stop or primary 
beam absorber. This is. effectively 


a counter weight which is rigidly 
attached to the source housing in 
such a position that it always in- 
tercepts the primary beam regard- 
less of the position of the source 
in relation to the patient. The use 
of a back-stop obviates any need 
for primary barriers and greatly 
reduces the protective costs. 

The radiologist may reduce 
barrier costs by deciding to sacri- 
fice certain conveniences’ which 
are not indispensable to his clin- 
ical objectives. The location of 
the unit in the room will often 
determine which walls will be 
struck by ‘the primary beam. 
These walls must be primary bar- 
riers unless the unit is oriented 
to make these the outside walls. 
If the rear of the unit can be 
placed toward the wall separating 
the treatment room from the con- 
trol area, this wall can be a sec- 
ondary barrier. Frequently this 
arrangement can also reduce the 
cost of the viewing window. When 
an entrance maze can be _ used, 
expensive lead cored doors may be 
eliminated. 

A critical examination of the 
various possible degrees of free- 
dom of the unit may enable me- 
chanical or electrical motion lim- 
iting devices to be incorporated to 
restrict the wall areas struck by 
the primary beam. This can usual- 
ly be accomplished without sacri- 
ficing essential versatility of the 
unit in administering radiation 
treatments. Cases in which the 
beam must be directed vertically 
upward are extremely rare, thus 
it is seldom necessary to provide 
primary protection on the ceiling. 
An occasional exception to this 
occurs in rotation therapy. Even 
here primary ceiling barrier is sel- 
dom required in an ordinary sized 
treatment room and may often be 


eliminated by a slight reduction 


in the angle of rotation. 

Ideally, the radiologist might 
find somewhat ‘greater conven- 
ience by having as much as 240° 
of angular rotation in the vertical 
planes as well as in the horizontal 
plane. This would necessitate pri- 
mary barriers in all four walls. 
From the practical point of view 
it is seldom that elinical exigen- 
cies demand this much angular 
freedom in a nonrotational unit. 
Usually, freedom to direct the 
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subrecovery unit solved 


a familiar problem for this hospital 


by HARRY T. HAVER, M.D., F.A.C.S., and HARRY T. HAVER JR. 


SUALLY, the phrase, ‘Don’t 

bring your business home at 
night—leave it at the office’, is a 
good philosophy. In our Case, 
however, “bringing the business 
home” stimulated the preparation 
of this article. 
As father and son, physician 
and administrator, we frequently 


have divergent viewpoints when. 


discussing hospital problems. When 
the problem involves the im- 
provement of medical treatment 
facilities for better patient care, 
we try to find a common interest 
focal point that stretches beyond 
the normal desire to render high 
quality patient care. 
this procedure, we have analyzed 
some medical and administrative 
problems that can be solved by 
installing a subrecovery unit in 
any hospital.* 

Our first objective, of course, 
was to agree on a combined pro- 
fessional and administrative need 
for this service. We decided to 
utilize a question and discussion 
method to review the results and 
progress that have grown out of 
a four year period, since this type 
of unit was originated at Ravens- 
wood Hospital, Chicago. 
~ Harry T. Haver, M.D., F.A.C.S., is on the 
staff of Ravenswood Hospital, Chicago. 
‘Harry T. Haver Jr.-is now serving as a 


lieutenant in the Medical Service Corps of 
the U.S. Air Force. He was formerly ad- 
ministrative resident, Trumbull Memorial 
Hospital, Warren, Ohio. 

*This type of unit was first studied on 
recommendation by Owen Wangensteen, 
M.D., department of surgery, University 
Hospitals, Minneapolis, and the nursing 
staff of Saint Joseph’s Hospital, Saint 
Paul, who have organized this type of 
service. : 
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Applying. 


In a question and answer format 
the authors discuss subrecovery units 
in hospitals. They define such units, 
stating their function, how they are 
organized, their staffing patterns and 
their cost. 


What is a subrecovery unit? A sub- 
recovery unit consists of a speci- 
fied number of. centrally located 
hospital beds set aside for use by 
postoperative patients who have 
been released from the recovery 
room but still require the atten- 
tive care of a special duty nurse 
for a period ranging from 24 hours 
to several days. 

What is the need for such a unit? 
Better patient care can be offered 
to very ill postoperative patients 
who must usually return to a sur- 
gical floor already burdened with 
a shortage of nurses and a high 
occupancy rate. Many hospitals 
are unable to offer a= sufficient 
number of special duty nurses to 
meet the demands of patients and 
their relatives. Our own study 
indicated that only 23 per cent of 
the requests for Special nurses 
could be. filled—77 per cent were 
turned down with a “no nurses 
available”’ answer. In many cases, 
the high cost of special duty care 
is not anticipated by the patient 
at the time of admission. The pub- 
lic relations value of such a unit 
in the eyes of the community can 
be enhanced because of the atten- 
tive individual interest given to 
each patient. Use of this unit 


allows patients to be moved from 
the recovery room sooner to re- 
lieve congestion there and still 
receive constant care from a spe- 
cialized group of trained graduate 
nurses. 

How is a subrecovery unit organized? 
The number of beds to be allo- 
cated for this service and their 
location in the hospital is some- 
thing that must be decided locally. 
Variables like the type and num- 
ber of surgical patients handled 
by the hospital, bed occupancy 
and the availability of special 
duty nurses have a definite effect 
on unit organization. For exam- 
ple, if six beds could be an aver- 
age occupancy rate for the unit, 
an occupancy of less than six beds 
would mean a financial deficit and 
more than six beds a financial 
gain. As the gains offset deficits, 
a “break-even” point is reached 
as regulated by the need for such 
a service. (This arithmetic will be 
illustrated later in the article.) 
Perhaps the best physical location 
for the unit is at the end of a 
surgical floor, out of the way of 
noisy visitors and the frequent 
hustle and bustle of ward traffic. 

What is the functional operation of 
a subrecovery unit? Hospitals without 
a subrecovery unit will be sending 
their patients from the recovery 
room to floors and beds scattered 
throughout the building. Many 
times these areas are inadequately 
staffed and equipped to handle the 
load of postoperative patients 
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properly (See diagram below). By 
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installing a subrecovery unit, most 
of the patients are centralized in 
an area especially prepared to 
cope with problems of postopera- 
tive patients. Those patients not 


desiring the service or who have . 


no need for it can be returned to 
the floors following surgery (See 
diagram below). 
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What is a subrecovery nursing team? 
A subrecovery nursing staff can 
be formed in many ways. It is 
important to sell the concept of a 
subrecovery unit. to the medical 
staff first. The final choice must 
be a cooperative one made by the 


(7-11 shift) 


(3-11 shift) 


nursing, administrative and med- 
ical staffs of the hospital and the 
special duty nurses who will han- 
dle the unit. 

In the subrecovery unit at 
Ravenswood Hospital the nursing 
team is composed of 12 special 
duty nurses from the community 
who voluntarily agreed to work 
together. All of these women are 
graduate nurses desiring steady 
work and pay. They prefer to 
handle special cases rather than 
general floor duty. The job satis- 
faction among these nurses is very 
noticeable. The 
points up the particular nature of 
this special care and periodically 
reviews the results with an eye 
toward improvement. Six nurses 
are used per day—two on each 
shift. The other six nurses relieve 
those on duty during sickness and 
days Off. 

For example, nurses A and B 
work the seven to three shift for 
one full month, including Satur- 
days and Sundays. Nurses G and 
H are on relief duty only. At the 
end of the month, relief nurses 
G and H work the seven to three 
shift. Then nurses A and B vaca- 
tion for a month and take their 
turn as relief nurses. (See Fig. 1, 
below.) This arrangement was 
decided on locally by members of 
the subrecovery unit staff. Gener- 


(11-7 shift) 


d — ON DUTY; r — ON RELIEF DUTY ONLY fig. ] 
Number of patients Income per day Nursing expenses 
on subrecovery unit ($18 per patient) per day (6 nurses) 
1 $18 $108 
2 36 : 108 
3 54 108 
4 72 108 
5 90 
6 108 108 
7 108 
8 144 108 


WHITE BAND SHOWS BREAK-EVEN POINT AT SIX PATIENTS 
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fig. 2 


medical _ staff. 


ally, one aide and/or student is 
present on each day shift. 

What are the financial aspects of 
this service? Each nurse renders a 
bill to the hospital business office 
for $18 for each eight hour shift. 
In turn, each patient must request 
this special service (similar to re- 
questing a special duty nurse) but 
pays the hospital only $18 for 24 
hours of special care. Normally, 
the patient pays $15 to $16 for 
eight hours of special duty care 
or $48 per day. Thus a subrecovery 
unit rate of $18 per day saves 
each patient $30 per day! During 
the month the nurses are vacation- 
ing they are not paid and usually, 
as with special duty nurses, they 
are not entitled to hospital fringe 
benefits. 

To meet expense with income, 
we find there is a_ break-even 
point (Fig. 2, below). Because 
there are two nurses per shift or 
six per day, expenses run six 
times $18 or $108 per day. If six 
patients were always in the unit 
the income would offset the ex- 
pense. Seven or. eight patients 
would mean more income, five 
or less would mean a shortage of 
funds. The excess is set aside as 
a fund for the “lean’’ days. Charge 
slips are used to add this $18 cost 


‘to the patients’ bill. The room 


charge is additional as usual. 
How have these units worked out in 
practice? As a result of the medical 
staff’s acceptance of the intensive 
nursing care unit at Ravenswood 
Hospital, a new 12-bed unit will be 
opened in December as part of the 
hospital’s building program. The 


unit is especially equipped with. 


piped-in oxygen, audio-visual 
nurses’ call system, separate nurs- 
es station and utility room plus the 
latest equipment and furnishings. 
The unit is planned for the same 
floor as that on which the recov- 
ery room and operating rooms are 
now located so that transportation 
problems will be minimal. 

A unit of this type could be 
used advantageously to cope with 
the problem of supplying nurses 
for seriously ill medical patients. 
The full advantage of a subrecov- 
ery unit will become. evident, 
however, to administrators when 
they can be relieved of the prob- 
lem of answering the question, 
“Why aren’t special duty nurses 
available in this hospital?” s 
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by W. J. SILVERMAN 


fe COMPLETION of a new pa- 
tient pavilion and professional 
services building at Michael Reese 
Hospital forced us to plan for a 
change in long standing arrange- 
ments for taking x-rays connect- 
ed with urological surgery. 


W. J. Silverman is associate director, 
Michael Reese Hospital, Chicago. 


by remodeling operating rooms— 


= 


IN THE urological operating rooms at Michael 
Reese Hospital an x-ray tube is shown in 
place on the table-mounted tube stand. The 
tube is placed in a wall-mounted bracket 
when not in use as seen in the photo at the 
bottom of this page where a technician is 
shown replacing the x-ray tube in its wall- 
mounted bracket after removing it from the 
table-mounted tube stand. 


this hospital gives more 


patients better, speedier care | 


Through a series of changes in the 
arrangement of their urological oper- 
ating rooms, Michael Reese Hospital 
in Chicago was able to provide a con- 
venient method of taking x-rays in 
connection with urological surgery. 
The author describes the implementa- 
tion of this project and its results. 


Previously, the x-ray depart- 
ment of our hospital was located ° - 
approximately 100 feet “down the 
corridor” from the operating room 
assigned exclusively for urologi- 
cal use. Since the operating suite 
was not equipped to do x-ray 
work—pyelograms, urograms, and 
other special kinds of x-rays had 
to be taken in the x-ray depart- 
ment. 

This situation meant moving 
sterile equipment and supplies and 
operating room personnel to a de- 
partment outside the operating 
suite. It meant working under 
relatively difficult conditions from 
the standpoint of surgical tech- 
nique. It resulted in the loss of a 
badly needed room to the x-ray 
department for extended periods 
of time whenever x-rays were 
necessary connection with 
urological surgery. 


CHANGE IN ARRANGEMENTS 


The new x-ray department, 
however, is almost a city block 
from the operating suite, clearly 
too far to move sterile equipment 
and operating room_ personnel. 
Therefore, representatives of the 
urology, x-ray, anesthesia, engi- 
neering, nursing, and administra- 
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tive departments met to work out 

a solution to this problem. As we 

planned for the _ forthcoming 

change, all participants agreed on 
the following objectives: 

@ Economy of time in the urology 
operating rooms for patients and 
operating room staff 

@® X-ray equipment in the oper- 
ating suite 

@A readily accessible and ade- 
quately equipped darkroom in 
the operating suite 

@An adequate and convenient 
supply of sterile distilled water 
in each urology operating room 

® Maximum flexibility of use for 
these urology rooms 

Communication between the 
urology operating rooms 

@ Particular attention was paid to 
safety factors, even beyond 
those always associated with 
anesthesia gases and operating 
room technique, because of the 
nature of urological surgery and 
the high voltage of x-ray and 
other equipment. 


SOME OF the specially designed features in the urological operating 
rooms at Chicago's Michael Reese Hospital are: LEFT—The x-ray pass 
boxes from the urological operating room directly to the dark room 
which is located between the two urological operating rooms; CENTER 
—The leaded glass window (the square opening above the top shelf 


By the time the project was 
completed, we had done the fol- 
lowing: 

1. Sacrificed the storage closet 
between two of our operating 
rooms and converted it to a pass- 
ageway which made the two oper- 
ating rooms communicate directly. 
Part of this closet space was also 
converted to an x-ray control 
booth, complete with lead glass 
vision panels which enable a 
technician to look directly into 
either operating room. 

2. Installed portable urological 
operating tables which can _ be 
rolled out of the operating rooms 
and replaced conveniently with 
standard operating room tables. 
These portable tables are kept in 
a conveniently located storeroom 
when not in use. : 

3. Provided x-ray tube stands 
as part of the urology tables. By 
running the electrical cables across 
the ceiling, leaving sufficient slack, 
and mounting tube stand brackets 
on a convenient wall surface more 


than five feet above the floor line 
the x-ray tubes can be removed 
from the tube stands and hung 
out of the way on wall brackets. 
The tubes are equipped with mi- 
croswitches which prevent them 
from accidentally being energized 
while mounted on the wall brack- 
ets. 

4. Since the urology tables are 
electrically operated, we had to 
have power but didn’t want cords 
or electrical receptacles on the 
floor. This was solved by bringing 
the electric line across the ceiling 
to a ceiling-mounted reel. The 
cord can be pulled down from the 
overhead reel and plugged into the 
table. When not in use the cord 
is withdrawn automatically into 
the reel so the plug hangs out of 
the way but can be pulled down 
again as needed. 

5. Flush-mounted floor drains 
are located at the head end of 
the table and during urological 
operations, metal tubes are in- 
serted directly into the drain grille. 


in the photograph) through which the x-ray technician looks. The x-ray 
control booth is located between the two urological operating rooms; 
RIGHT—The overhead take-up reels for electrical cords, shown here 
in the “‘up"’ position. When electricity is needed to power the urological 
table, the cords are pulled down and plugged in. 
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The other ends of these tubes are 
connected with drainage tubes 
from the urology table. This serves 
to keep the floor dry at all times. 
' 6. Since gallons of sterile dis- 
tilled water may be used in each 
operation, the immediate need for 
a considerable supply was evident. 
Stills, sterilizers, and reservoirs 
were installed in a small room on 
the floor above these two operating 
rooms andé =special piping was 
brought from this room directly 
into each operating room. 

Pipe outlets which could. be 
sterilized before attachment to the 
sterile tubing leading to the irri- 
gators were selected. The pipes 
leading from the sterilizers and 
reservoirs are of aluminum and 
installed in such a way as to en- 
able the engineering department 
to sterilize the system with high 
pressure steam. The total capacity 
of the storage reservoirs is 75 
gallons. 

7. The darkroom was equipped 


to enable the direct passage of film 


cassettes from each urology oper- 
ating room to facilitate processing 
x-ray film with a minimum of 
delay or error. 

8. In the interest of quality of 
work and availability of competent 
personnel, it was decided that all 
x-ray photography and darkroom 
work in connection with the urol- 
ogy operating room, would be 
done by a technician provided by 
the x-ray department. 


MONTHS OF MEETINGS 


The definitions of problems and 
delineations of programs, of course, 
are far easier than their imple- 
mentation. Many months of meet- 
ings, budgetary study,. and con- 
struction conferences passed before 
we saw our plans come into being. 

Now, however, the rooms have 
been in use for about a year, and 
without exception everyone seems 
delighted with the results. 

1. Our patients get better serv- 
ice. Our large, and still increas- 
ing, load of patients for urological 
_work is done faster and more effi- 
ciently. 

2. Our urologists feel that the 
new equipment and more efficient 
arrangement improves their tech-. 
nique and enables them to do bet- 
ter work on patients. 

3. X-ray work is done better 
and faster and now constitutes a 
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more useful tool for the urologists. 

4. The work of the main x-ray 
department is no longer impaired 
by having to provide space and 
personnel in that department for 
retrograde pyelograms. They can 
now be done where they should 
be done—in the operating suite. 

5. Just as the x-ray department 
is relieved because x-ray work is 
being done in the operating suite, 
so the operating room supervisor 
is relieved at not having to send 
her personnel, supplies and equip- 
ment out of the suite for this work. 

6. Now that most urological 
work is completed by noon, by 
wheeling out the urology tables 
these two “specialty” rooms are 
available for general surgery ev- 
ery afternoon. The flush-mounted 
floor drains do not interfere in 
any way, the electrical cord is 
drawn into a take-up reel in the 
ceiling, the x-ray tubes hang on 
their wall brackets, and we have 
two rooms for general surgery, 


arteriograms, pneumoencephalo- 
grams, aortograms, etc., which 
would not otherwise be available. 
Since personnel are on duty any- 
way, they are available to staff 
these rooms during the afternoon. 
If this flexibility were not pro- 
vided, the rooms would be idle 
when not being used for urological 
surgery, operating room personnel 
would not be used to best ca- 
pacity, other operating rooms 
would be pushed, and the daily 
surgical schedule would be ex- 
tended into the late hours of the 
day—a situation disliked by both 
operating room personnel and sur- 
gical staff. 

Our new program has saved us 
money by reduction of overtime 
paid operating room _ personnel 
and has otherwise improved our 
financial picture because our new- 
ly increased operating room Ca- 
pacity enables us not only to han- 
dle patients better but also to 
handle more patients per day. §& 


—peace of mind for the administrator 


lf | were to attempt to condense into a few words what every 
administrator consciously or unconsciously expects from his account- 
ing department, | can think of nothing more apt than ‘peace of 


mind’. 


This peace of mind, this confident approach by the administrator 
to each task, can only come from assurance that he knows the worst 
as well as the best about his hospital's finances; that he won't be 
surprised and called on to explain why he wasn‘t aware of certain 
unpleasant facts before trouble developed; that he will be advised of 
trends in time to capitalize on them if they are good, and to correct 
them if they are unfavorable; that the hospitals income is recorded when 

it is earned, and collected efficiently without loss of community good- 

will; that charges of patients are not overlooked; that cash collections 
are safeguarded to the extent that employees are not exposed to 
temptation; that the hospital's assets and liabilities are correctly and 
intelligibly expressed on the books and in statements; that changes 
-in fixed assets are recorded properly as they occur; that endowments, 
other special funds and restricted gifts and income are properly 
recorded and classified on the books, and hedged about with safe- 
guards to insure that they are handled in accordance with the laws 
which are applicable and the wishes of the donors; and that no 
money is disbursed or supplies issued or consumed without approval 
by the proper authority and receipt by the hospital of corresponding 
value or benefit. And finally, that all these expectations are realized 
through established and routine procedures which require only the 
most efficient and economical use of the staff of the accounting 
department.—from an address by ALEXANDER M. MacNICOL C.P.A., 
at the Administrative Institute of the Northeastern New York State 
Hosp'tal Association, January 1957, New York City. 


At 


ee ow AM I doing?” is a ques- 

tion almost everyone wants 
answered where his work is con- 
cerned. Hospital personnel are no 
exception. Administrative, nurs- 
ing, food service, and maintenance 
departments all want to know 
what patients think of their serv- 
ices. 

In an attempt to evaluate pa- 
tient attitudes toward hospitaliza- 
tion, therefore, 1238-bed Veterans 
Administration Hospital in New 
York City conducted 150 con- 
trolled interviews with patients. A 
brief interview questionnaire was 
prepared which could be admin- 
istered by nonprofessional volun- 
teers who were not employees of 
the hospital. It was felt that this 
method would help obtain a free 
expression of patient attitudes 
toward specific problem areas, 
suggestions concerning problems 
that the patient felt might need 
correction, and finally, a statement 
evaluating the over-all attitude 
concerning each patient’s hospital 
stay. 

These interviews were conduct- 
ed on varying days of the week 
to minimize any bias in selecting 
cases. All cases discharged on these 
days were interviewed after all 
administrative discharge  proce- 
dures had been completed. Par- 
ticipation was entirely voluntary. 
No patient refused to participate, 
however, even those who were 
leaving against medical advice. 


William J. Dann is manager, Bernard 
Locke, Ph.D., is chief of the clinical psy- 
chology section, and Milton Wilner, Ph.D.. 
is on the clinical osychology staff. Veterans 
Administration Hospital, New York City. 
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patient s-eye view of 


To improve patient care and the 
morale of hospital personnel, New 
York City: Veterans Administration 
Hospital conducted a patient survey. 
The authors describe how the survey 
was set up and discuss the methods 
used to analyze its results. 


(A number of the subjects even 
volunteered the information that 
they felt the survey was highly 
worthwhile. ) 


PATIENT'S NAME NOT GIVEN 


The fdllowing instructions were 
repeated to each of the departing 
patients. 

‘“‘We would like to ask you some 
questions about the treatment you 
received in this hospital. The hos- 
pital, of course, is set up to help 
its patient, and only the patients 


by WILLIAM J. DANN, 


can really know how good a job 


- is being done for them. So we are 


asking you for help. Please think 
for a moment of the things that 
happened here that were good and 
those that were bad. (Pause.) We 
will ask your impressions—not 
your name. When these interviews 
are read, no one will know what 
any one patient said. What they. 
will find out is how many patients 
liked certain things, and how - 
many patients did not like other 
things. That is how we hope to be 
able to improve the hospital’s 
work. OK, then. Would you tell 
us what one thing comes to mind 
first about your stay in the hos- 
pital—good or bad?”’ 

The patient’s - responses were 
recorded in their own words by 
the interviewer. As the patient fin- 
ished his statement, the interview- 


table 1—Samples of statements made by patients and 
scores assigned to them 


Rating Statement 


+2 “| think it was marvelous. | think the doctors were kind and 


considerate—more, in fact, than | thought they need be.” 
+2 “Everything was perfect. Nothing | can think of to criticize.” 
+2 “It was wonderful. They put me on my feet—that’s all. Only 
one man could have done better, that’s God.” 


+1 “I can't complain—everything was done for my improve- 
ment.”’ 

| “The overall picture was good.” 

+1 “It was all good.’ 

—-2 “Treatment and method much too slow — time wasted — 
doctors seem very young and inexperienced.” 

“Always a waiting line.’ 

—] “Days drag when you feel pretty good. Guess there isn‘t 

very much you can do about this in a locked ward.” 
—) “Too much like the Army. One thing is done per day instead 


of two or three things in a day.” 
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hospital operation 
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er said, “All right. What other 


things come to mind about your 
stay in the hospital?” If another 
response was given, the interview- 
er was instructed to say, “Any- 
thing else?” until the patient ran 
out of ideas. 


RATED ON FIVE-POINT SCALE 


‘The 150 subjects gave a total 
of 227 responses: 87 gave one re- 
sponse, 49 volunteered two re- 
sponses, and 14 gave three re- 
sponses. Each of these responses 
was then rated by three members 
of the psychological staff who were 
not otherwise involved in the 
study. They rated the statement 
on a five point scale which had 
as its steps, ‘‘very favorable’’, 
“favorable”, “neutral’’, ‘‘unfavor- 
able’ and ‘‘very  unfavorable’”’. 
(See Table 1, page 52, for ex- 


amples of statements made by 
patients. ) 

Of the total of 227 items rated, 
all three judges assigned identical 
ratings in 154 instances, or about 
two-thirds of the total. Two of the 
three judges agreed in their rating 
of 69 items with the disagreeing 
judge varying by only one step 
on the scale in almost every in- 
stance. The judges disagreed com- 
pletely on only four items which 
indicates a high level of reliability 
in the assigned ratings. 

In order to facilitate statistical 
treatment of the data, numerical 
ratings were arbitrarily assigned 
to each of the steps. ““Very favor- 
able’”’ was scored +2; “favorable” 
was scored +1; “neutral” was as- 
signed a value of 0; “unfavorable” 
was rated —1; and “very unfavor- 
able’’ was scored —2. The ratings 


table 2——Distribution of judges’ pooled ratings of spon- 


taneous statements 


First Second Third 
Rating statements statements statements Total 
+20 | 59 - 12 2 75. 
+1 12 9 0 21 
4.3 |-10 5 17 
42 7 49 
+ 7 2 0 2. 
0 4 0 _ 
— .3 2 GG: 0 2 
— 7 3 2 2 7 
—1.0 5 15 6 26 
weit.3 5 4 1 10 
—2.0 1 — 18; 0 —25; O —-10 1 — 53 
150 63 14 227 
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of each of the judges were pooled 
for each item (Table 2, below). 

The distribution of scores in 
Table 2 for the first spontaneous 
comment proved highly positive, 
with 128 individuals on the posi- 
tive side, 4 neutral, and 18 on the 
negative end of the scale. This in- 
dicates that the’ first thing that 
comes to a discharged patient’s 
mind when asked about the hospi- — 
tal is strongly positive. Fifty-nine 
of the 150 subjects made “very 
favorable” statements as contrast- 
ed to only one ‘‘very unfavorable” 
response. (The mean score for this 
first response was +1.17.) 

The second statement distribu- 
tion is also in the positive’ direc- 
tion, with 34 individuals making 
positive statements and only 25 
negative statements. There were 12 
“very favorable’ responses as 
contrasted to no “very unfavor- 
able’”’ comments. (The mean score 
for this distribution was +.40.) 


THIRD RESPONSE NEGATIVE 


When the subjects responded to 
the pressure for a third statement, 
we found that the emphasis of the 
content shifted from a positive to 
a negative one, with four individ- 
uals making positive statements as 
contrasted to ten negative ones. 
(The mean score for this distribu- 
tion was —.31.) This negative shift 
is understandable in light of the 
instructions to the subject to think 
of things “good or bad” and the 
continued pressure on the part of 
the interviewer for ideas. The 
average rate assigned to all three 
sets of statements was +.87 which 
confirms the earlier notation that 
the departing patient views his 
hospitalization in a favorable light. 


SPECIFIC PROBLEM AREAS 


After the patients’ spontaneous 
ideas about their hospitalization 
had been exhausted, their opin- 
ions about specific “problem areas” 
were solicited as follows: 

“Now, here is a list of things 
that some people think are im- 
portant to a patient’s stay in a 
hospital. Even if you already com- 
mented about them, we would like 
to ask you to tell us, for each one, 
if you consider it very good, good, 
bad, or very bad. 

1. Your medical treatment? 
2. Your treatment by nurses and 
aides? 
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3. Consideration by other person- 
nel? 
4. How about the food?”’ 

The responses to the question 
concerning medical treatment 
were extremely favorable: 105 of 
the 150 subjects rated their treat- 
ment as “very good”; 37 felt that 
it was “good”. Three of the sub- 
jects considered their treatment 
“fair’’, and one would not express 
an opinion. In not a single in- 
stance was treatment considered 
to be “bad” or ‘‘very bad’’. (Three 
individuals, who had come in 
for laboratory examinations only, 
were not included in this evalua- 
tion. ) 


NURSING CARE 


The question concerning patient 
care by nurses and nursing aides 
was met by an equally favorable 
response. Of the 150 subjects in- 
terviewed, over 98 per cent con- 
sidered this to be “‘very good” or 
“good”, and not a single patient 


categorized his treatment by nurs- . 


es or aides as having been ‘“‘ba&d”’ 
or ‘“‘very bad’’. One patient con- 
sidered his treatment to be fair, 
and one would not express an 
opinion. 

It is interesting to note that in 
seven instances the patient insist- 
ed on differentiating between the 
care received from nurses and that 
received from aides. In six of the 
seven instances, the nurse was 
rated higher than the aide, and in 
the seventh, the reverse was true. 

The patients’ attitudes towards 
their treatment by other hospital 
personnel, while still highly favor- 
able, is not as markedly outstand- 
ing as the two previous evalua- 
tions. In approximately 95 per 
cent of the cases, the rating was 
“very good” or “good”. Four of 
the patients thought that their 
treatment by the nonmedical and 
nonnursing staffs was ‘‘bad’’, and 
one patient thought it to be “very 
bad”’. Two patients could express 
no opinion. 

In 65 instances, the entire staff 
was mentioned specifically as be- 
ing ‘“‘good” or “very good’’. In 11 
instances, the elevator operators 
were singled out specifically as 
being. “good” or “very good’’. In 
only five instances, were specific 
individuals or groups singled out 
as being bad—aides (twice), ele- 
vator operators (once), “most per- 
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sonnel” dietitian 
(once). 

Our investigation showed that 
more than 94 per cent of the dis- 
charged group considered the hos- 
pital food to be “very good” or 
“good”. Four individuals thought 
the food was ‘“‘bad’”’. Three thought 
it ‘‘fair’’; and one individual cate- 
gorized it as ‘“‘sometimes good— 
sometimes bad”’. 

Individuals on 


(once), 


special diets 


tended to rate the hospital food as 


“good” rather than ‘‘very good”, 
but the difference was not statis- 
tically significant. Many of the 
special diet cases were enthusias- 
tic about the positive effects of 


4 their diets. 


The following are some of the 
complaints which were noted from 
the few patients who rated the 
food as inferior: 

Portions too small—5 
Food not cooked enough—3 
Food cold—2 
No choice of main dish—2 
No afternoon nourishment—1 
Like the Army—1 
Portions too large—1l 
Not as good as other hospitals—1 
Not enough beef—1 
Not enough milk—1 
Hard skin on potatoes—1 
Food not spiced on diet—1 
The dischargees then 


asked, “Is there anything else you 


would like to tell us about your 
stay in the hospital that might 
help us in improving the service?”’ 
Most patients (119) could offer no 
suggestions. for improvement; 71 
of these stated in positive terms 
that no improvement was required 
or possible. Thirty-one individuals 
indicated that some improvement 
could be made and offered the 
following suggestions: 

® Medical 


Speed up admitting procedure 


(2) 
More medical and nursing staff 
(1) | 
More experienced medical staff 
(1) 
Closer relationship between doc- 
tor and patient (4) ; 
Closer relationship between doc- 
tor and social worker (1) 

Stay 
Would like longer stay (1) 
Stay too long (2) 

® Elevators 
Special elevators for wheel chair 
cases (2) 


Improve elevator service (1) 
Recreation 

More afternoon recreation (2) 

More frequent visits of library 

cart (1) 3 

More recreation for nonambula- 

tory cases (1) 

Permission to provide own tele- 

vision set (1) 

@ Canteen 

Separate canteens for patients 

and staff (1) 

More frequent visits of canteen 

cart (1) 

@ Housekeeping 
Better housekeeping (2) 
@® Patient discipline 

Better patient discipline (2) 
Finance 

Too much red tape to get money 

out of finance (1) 

In closing, the patients were 
asked, “Could you give us an 
over-all impression, considering 
everything, of your stay in the 
hospital? Was it very good, good, 
bad, or very bad?’ The response 
to this question re-emphasized the 
patients’ highly favorable attitudes 
towards their hospitalization. Of 
the total, 118 patients had the im- 


pression that their hospital stay 


had been “very good’”’; 26 individ- 
uals felt their stay had been 
‘“‘so0d”’; and only two Classed their 
hospital stay as “bad”. Four 
tients did not respond to this 
question. 


EFFECT ON STAFF MORALE 


We found that the results of 
this investigation had a _ strong 
positive effect on staff morale. 
There exists too often the idea 
that patients are not appreciative 
of what the staff of a hospital is 
attempting to do for them, and 
it should be stimulating to all hos- 
pital personnel to learn that this 
is not true. 

We are planning a similar eval- 
uation of attitudes of patients dur- 
ing their period of hospitalization 
to determine whether they differ 
significantly from the attitudes at 
discharge. 

There is a good possibility that 


the sensitivity and heightened 


irritability that are frequent con- 
comitants of illness might result 
in a less favorable viewpoint on 
the part of the patient. We also 
contemplate a study of the effects 
of length of hospital stay on atti- 
tudes towards the hospital stay. ® 
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A Red Cross volunteer nurse's aide assists the doctor as he examines a young welfare clinic patient. 


revised Red Cross training program for volunteer nurse's aides— 


new look for a familiar service 


LTHOUGH THE Red Cross volun- 
teer program began during 
World War I, its. potentialities 
were not fully recognized until 
World War II. As military de- 
mands depleted the supply of 
nurses, some type of auxiliary 
nursing help had to be developed. 
Therefore, the Red Cross’ orig- 
inal training course for nurse’s 
aides was reduced from 100 hours 


to 80 hours. This revised course. 


supplied a large number of skilled 
hands to share the nursing load. 
The medical and nursing profes- 
sions gained new respect for vol- 
unteers as co-workers. 

This war-time experience also 

Lona R. Trott, R.N., B.S,. was assistant 
national director of nursing services for 
the American Red Cross until her retire- 
ment in 1953. In 1956 she returned to the 


American Red Cross to revise the volun- 
teer nurse’s aide instructor’s guide. 
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by LONA L. TROTT, R.N. 


The author outlines the recently 
revised Red Cross program for train- 
ing volunteer nurse’s aides. She also 
discusses conditions for Red Cross 
volunteer aide service including hos- 
pitals’ responsibilities for the success 
of such programs. 


disclosed two important facts: 

1. Intelligent and interested indi- 
viduals could be taught enough 
basic nursing skills in a short 
time to give simple nursing care. 

2. Many nursing procedures for- 
merly handled only by profes- 
sional nurses might be dele- 
gated safely to well-trained 
nonprofessional workers. 


LETDOWN IN PROGRAM 


Following the war, however, 
there was a letdown in the Red 


Cross volunteer nurse’s aide pro- 
gram. Some people thought there 
was no longer any need for aides. 
With husbands and sons out of 
service, many volunteers returned 
to their domest.c responsibilities. 
Hospitals began to hire and train 
their own aides to take the place 
of the volunteers. 

It became increasingly difficult 
for local Red Cross chapters to 
fnd volunteers who were willing 
to take the 80-hour course of in- 
struction required for these aides. 

The number of active aides 
dwindled and. chapters 
could no lonzer supply enough 
for local needs. The Red Cross 
believed that the program should 
be either abandoned or remodeled 
to fit changed conditions. 

They sought the advice of na- 


55 


> 
> 
ai 
‘ ; 
« = 
& 
x 
: 


tional leaders in the nursing pro- 
fession and in hospital administra- 
tion. Here are some comments 
that resulted: “Many hospitals 
need the lift given by volunteers.” 
“The volunteers bring something 
to patients which the employed 
staff, no matter how good, cannot 
give. They area breath of air from 
the outside—they are an incentive 
to the patient to get well.” “This 
is no time to stop training volun- 
teer nurse’s aides!” “With the 
threat of war permanently hang- 
ing over us, we should train more, 
not fewer, nurse’s aides as a civil 
defense measure. Who knows when 
they may be needed in great 
numbers, not only to help nurses 
but to give leadership and super- 
vision to other less well-trained 
volunteer workers.” “Don’t drop 
the program.” 


MORE EFFECTIVE TEACHING METHOD 


And so it was agreed that train- 
ing volunteer nurse’s aides would 
go on. In February 1957, there- 
fore, Red Cross nursing services 


ABOVE: A child is prepared for 
admission to a hospital by a 
Red Cross volunteer nurse's aide. 
RIGHT: A staff nurse observes 
a@ Red Cross volunteer nurse's 
aide as she gives a patient in 
a veteran's hospital a batkrub. 


developed a new course of in- 
struction for volunteer nurse’s 
aides. 

All nurse instructors are now 
required to take a Red Cross in- 
structor’s training course. This 
prepares them to use the explana- 
tion, demonstration, and guided 
practice method of training. Ex- 
perience has proved that this 
method of teaching skills is not 
only less time-consuming but 
more effective. 

The training now consists of 
classroom instruction in _ basic 
nursing skills—20 hours; training 
and supervised practice in the 
hospital—18 hours; and orienta- 
tion to the Red Cross—2 hours. 
The aide receives 38 hours of in- 
tensive preparation in a selected 
number of simple nursing proce- 
dures that can be safely delegated 
to auxiliary nursing helpers. The 
mental, emotional, and environ- 
mental, as well as the physical 
aspects of nursing care are empha- 
sized. The course is open to both 
men and women. 2 


Nearly 250,000 volunteer 
nurse’s aides have been trained 
by Red Cross. These aides have 
given 75 million hours of their 
time through Red Cross—20 
million hours acquiring their 
training and 55 million hours 
assisting registered nurses: in 
hospitals and clinics, in collect- 
ing blood for Red Cross, in car- 
ing for disaster victims, in pro- 
viding emergency services during 
war and other periods of criti- 
eal needs. 


Each lesson in the training 
course includes’ suggestions for 
adapting nursing knowledge and 
procedures. to emergency situa- 
tions. Aides can, therefore, become 
nursing assistants in disaster or, 
in the event of national emergency, 
can help to meet inevitable short- 
ages of nurses. | 


DOES NOT COMPETE 


All aides who take the training | 
course are expected to give a 
stated amount of volunteer serv- 
ice. If an aide accepts paid em- 
ployment she must withdraw from 
the Red Cross Volunteer Nurse’s 
Aide Service, and may no longer 
wear the Red Cross uniform. The 
Red Cross does not compete with 
established schools or agencies 
which prepare people for voca- 
tional employment. 

The primary purpose of the Red 
Cross volunteer nurse’s aide is to 
assist with the nursing care of the 
patient. Other duties, such as car- 
ing for equipment and supplies, 
are assigned only when patients 
do not need attention. 

In addition to serving in gen- 
eral hospitals aides also serve in 
specialized hospitals and public or. 
private health organizations which 
can assure the additional or spe- 
cial training needed and provide 
necessary supervision. They also 
serve in the Red Cross blood pro- 
gram and in local or national 
disaster emergencies. 

The success of the Red Cross 
volunteer nurse’s aide service rests 
not only with the aides, however. 


The employed staff of a hospital 


in which volunteers serve requires 
careful instruction in what volun- 
teers are trained to do. Hospital 
personnel should understand that 
as a safety measure volunteer 
aides must not be asked to per- 
form duties for which they are not 
prepared. 

If the initial interest of aides 
is to be maintained, they should 
be given enough variety in assign- 
ments to challenge their knowl- 
edge and ability. The employed 
staff should also remember that 
the desire for approval is one of 
the strongest human instincts. A 
volunteer is serving to be helpful. 
A little commendation now and 
then will go a long way toward 
keeping a volunteer satisfied on 
the job. 
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American Hospital Association 


In review 


« the House of Delegates 
general assemblies 
round tables 


pictorial highlights 


ago—when the 57th annual convention of the American Hos- 
pital Association was held at the oceanside resort. 

The boardwalk; the rococo hotels; the salt water taffy; the sea 
dotted by the fishing boats; the mammoth convention hall chocka- 
block with hospital industry exhibits; the scores of crowded round 
tables; the constant flow of tiny jitneys up and down Pacific 
Avenue, one of the Atlantic City street names made familiar across 
the country by the game Monopoly. 

But there were many differences this year at the 59th annual 
convention. 

For one thing, the weather was much better. Off to a drizzly 
start, it improved steadily until the promenade down the board- 
walk between hotels and hall was an autumnal pleasure. 

The change in the weather was Providential, but there were 
many other changes reflecting the human touch—from the broad 
patterning of the general assemblies to an innovation in the 
House of Delegates operations and right on to a change in the 
eonvention badges (color was added). 

The convention was designed to be, as much as possible in the 
complex world of hospitals, all things to all people. The programs 
were designed so that those who wanted help on a specific problem 
—say, management of the food service department—could get 
it at one of the 68 round tables. 

The program provided a forum for theoretical discussions (a 
main speaker and a panel) of broad management philosophy. It 
provided as well an opportunity for speakers to tell how they 
solved a problem or improved a situation—in a series of “It 
Worked For Us” sessions chosen on the basis of abstracts requested 
from the hospital field as a whole. | 

And, while not forgetting the details, the program tried to fit 
these inexorable details of hospital life into a broader scheme of 
things. The laundry and the kitchen and the pharmacy and so on 
are parts of a greater whole—the hospital. The hospital is in itself 
a part of a greater whole—the health of the people. On an even 
higher plane, the hospital is part of the world we live in. 


IT MANY WAYS, Atlantic City was just the same as two years 
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The -general assemblies took this broad look or as 
the sociologists put it—the overview. Each of the six 
general assemblies brought one distinguished speaker 
to the session to contemplate with hospital leaders 
specific challenges—the hospital and education and 
the nation; the hospital and an informed public; the 
hospital and the health of the nation; the hospital and 
the spiritual and moral implications of our world; 
the hospital and government and health, and, finally, 
the future of the hospital. 

Not to be outdone in this changing scene, the House 
of Delegates had its own innovation—a system of re- 
view committees. These committees of delegates, ap- 
pointed by the Chairman of the House, reviewed 
reports of the board, the officers and the council 
chairmen. The membership as a whole was invited 
to attend the discussions (held immediately after the 
organization session of the House). 

On the succeeding two days, the House then acted— 
on motions by the various review committee chair- 
men—on the policies presented to it (see below). 
And, as it always does, the House elected new officers 
for 1957-58, headed by the new president-elect, Ray 


Amberg, director, University of Minnesota Hospitals, 


Minneapolis. 

A grand total of 11,377 persons registered. Of these, 
2886 were exhibitors. The final total for adminis- 
trators, department heads, etc., was 8491, second only 
to the all-time high in Philadelphia in 1952 when 
there were 9069 general registrants. 

Promptly at 5 p.m. Thursday, October 3, the back- 
ground music of the mighty convention hall organ 
swelled into the strains of “Auld Lang Syne’’. Those 
still on the convention floor picked up the song. 
Gradually, the organ strengthened and with one sus- 
tained note went “up and over” the voices. 

The music stopped. There was an instant of haunt- 
ing sort of silence. Then the workaday noises of dis- 
mantling began. The convention was over. 

Below, we have sketched in words and pictures, 
the 59th annual convention of the American Hos- 
pital Association—now history. 


The House of Delegates 


§ bese HOUSE OF DELEGATES has been busier this 
year than ever before in Association history. It 
met on March 16 and May 18 to study and finally 
make the big decisions on the headquarters building 
program and the proposed fund-raising program. It 
voted for the 12-story building and against a national 
fund-raising drive. 

But its 1957 ledger could not be closed even then. 
There were important matters facing it for decision. 
It is difficult, and perilous, to say this one was the 


important area—or that one was. But there seemed: 


general agreement that the major actions of the 
House fell into the following areas: 

@ Nursing. The House approved, despite a dissent, 
a report calling for AHA support of federal aid for 
nursing education. It enthusiastically endorsed a 
report outlining a vigorous future program in nursing 
to be undertaken by the Association. 

@® Hill-Burton. Strong doubts were expressed at 
a review committee hearing on various phases of the 
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Hill-Burton program. But when the matter got to 
the floor, the House passed with dispatch reports 
calling for: a five-year extension of Hill-Burton 
(to 1964); an addition of a new category for renova- 
tion and modernization of existing facilities; a long- 
term, low-interest loan program; no_ immediate 
change in the basic Hill-Burton formula, and appro- 
priation of an additional $5 millions to handle the 
special needs of states with abnormally burgeoning 
populations. | 

@ Medicare. The House reaffirmed its 1956 resolu- 
tion urging all member hospitals to support Blue 
Cross as the “Medicare” agent and further urging 
those in Blue Cross-administered states to adopt the 


Blue Cross reimbursement formula for “Medicare” 


payments. 

These items all went through the review com- 
mittee machinery but two other major pieces of 
House business did not. 

Albert W. Snoke, M.D., the president, had made 
his formal report to the House and to the member- 
ship in the printed annual reports. His address to © 
the House contained his own personal observations 
about hospital accomplishments (See page 41) and 
needs—and a totally unexpected announcement. 

Dr. Snoke said he was authorized to announce that 
the Ford Foundation had granted $825,000 to the 
Hospital Research and Educational Trust to help the 
American Hospital Association conduct a five-year 
counseling program. 

The announcement of this gift produced, naturally 
enough, not a whisper of dissent. Just the opposite. 
The grant will make it possible for the Association 
to offer on-the-scene administrative counseling to 
hospitals requesting it. 

The Foundation will make the grant to the Hos- 
pital Research and Educational Trust, a nonprofit 
organization which is separate from the American 


Hospital Association. With grants from foundations 


and other sources, it conducts projects for general 
improvement of knowledge and practice in the hos- 
pital field. | 

Dr. Snoke said, ‘“‘The counseling program will be 
of especial benefit to smaller hospitals in which 
the administrator is called upon to perform a variety 
of functions which are handled by administrative 
aids in larger hospitals.” 

He observed that this was the second time that- 
Ford Foundation had “indicated its recognition of 
the importance of good hospital care to the nation’s 
health.” In 1955, the Foundation announced grants 
of $200 million to more than 3,400 voluntary non- 
profit hospitals throughout the United States. 

Dr. Edwin L. Crosby, AHA director, said the 
counseling program “could become the most sig- 
nificant activity that the American Hospital Associa- 
tion has undertaken in its 60-year-old history.” 

Dr. Crosby said it is anticipated that the program 
will be carried out through hospital visits by teams 
of counselors. Prior to the visit of the counseling 
team, he said, the hospital requesting the visit would 
be sent information, including data sheets to be 
completed in advance, and an outline of the pro- 
cedure to be followed during the survey. 

The interviewers will talk with the hospital ad- 
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ministrator, members of the governing board and 
medical staff, and department heads. Dr. Crosby 
said that after a hospital survey “the findings will 
be classified so as to identify areas where the effi- 
ciency and adequacy of the hospital's operation may 
be strengthened.” 

The other unexpected item came from the nom- 
inating committee. mittee, as it always does, 
produced a slate of officers) which the House, as 
it almost always does, accepted. But before Chairman 
Ritz E. Heerman presented his slate, he told the 
House he had a special report concerning principles 
which his committee felt might help successive com- 
mittees in their deliberations. 


The principles became more than advice from one 


committee to another. They became the policy of 
the Association. Delegate Guy Hanner (Arizona) 
requested and got unanimous consent (necessary for 
new business on the third day of the House meeting) 
to have them adopted as Association policy. And 
they were so adopted without a dissent. 


GENERAL GUIDES FOR NOMINATIONS 


Mr. Heerman said that the time had come for an 
expression of general guides for succeeding nom- 
inating committees because the Association can be 
no greater than its elected leaders—its officers, trus- 
tees and delegates. 

The committee reported that, as far as paneibibe. 
Association officers, trustees and delegates should 
represent all types and sizes of hospitals and all areas 
of the country. Candidates for president-elect should 
“have an outstanding career in hospital administra- 
tion” and “should have served the Association dili- 
gently.” Candidates for trusteeships should have 
“demonstrated leadership in state and regional asso- 
ciations” and should have “served...the Associa- 

The committee also viewed with alarm the “in- 
‘creasing tendency to inaugurate organized cam- 
paigns for candidates for the office of president- 
elect.”’- The committee felt that, while endorsements 
are “quite proper and necessary,” they should be 
‘considered as much a matter of trust by the writer 
as would any other letter of recommendation he 
would write.’ In its report the committee said that 
‘such letters should not be politically inspired but 
should represent the thoughtful and considered opin- 
ion of persons sufficiently well informed as to permit 
careful evaluation of the endorsed individual’s quali- 
fications.” 

The review committee technique, mentioned above, 
was designed to stimulate open discussion by dele- 
gates and members of various problems. Notice of 
‘the meetings was given to the membership and, it 
was noted, some of the liveliest comments at the 
sessions came from nondelegates. 

Hill-Burton extension and expansion into new 
categories came under heavy attack at one meeting, 
as did federal aid for nursing education. 

Delegate George Wood (California) said Hill- 
Burton was an emergency program and. that now 
the emergency was over. Delegate Clyde Fox 
- (Nevada) deplored not. only the extension of Hill- 
Burton for another five years but also the proposed 
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endorsement of federal aid for nursing education. 
He called both extensions of the handout habit and 
said that if the AHA were to go to government and 
say “We thank you for Hill-Burton. You helped us 
out when we needed it. It was a wonderfully admin- 
istered program. We don’t need it any more,” it 
might have a salutary effect on what he called an 
alarming trend to lean on Washington. 

He said he recognized that he was fighting a losing 
battle but intended to renew it every five years in 
the future, when Hill-Burton extension was up again. 
Then he called the Hill-Burton formula—which gives 
greater aid to lower per capita income states—ex- 
tremely discriminatory to the western states which 
have such rapidly growing populations. 

Delegate Fox took his fight on federal aid for 
nursing education to the floor of the House. He said 
he was more than slightly bewildered about the 
reported deficits in hospitals in these times of pros- 
perity and urged a study of the whole deficit problem, 
deferring action on federal aid until after it was 
completed. 

Another western delegate, Sister Agnes of the 
Sacred Heart (Washington) took issue. She said 


every means available should be used to improve 


the supply of nurses so that patient care could be 
improved in turn. The warm applause which greeted 
her comments accurately predicted the sentiment of 
the.House. The proposal carried with only one dissent. 

There was enthusiastic reception in the House for 
that portion of the report of Russell A. Nelson, M.D., 
concerning future AHA activities in the field of 
nursing. Dr. Nelson, chairman of the Council on 
Professional Practice, said that the proposed depart- 
ment of nursing at the AHA would work independ- 
ently but would, of course, maintain the closest 
liaison with the National League for Nursing. 

His report said the AHA “has a responsibility for 
nursing care of patients which it has not entirely 
assumed. Hospitals are both the largest producers 
of and employers of nursing personnel.” 

The report said the AHA had a responsibility to 
take leadership in: 

1. The analysis of problems of supply, distribution, 
and utilization of nursing personnel in relation to 
needs for patient care by hospital personnel. 

2. The promotion of increased supply and improved 
quality of nursing personnel. 

3. The promotion of better utilization of nursing 


personnel at all levels. 


4. The promotion of the application of the knowl- 
edge obtained, by bringing it to the attention of 
the hospital field, and by promotions of inservice 
training programs to implement this knowledge, as 
welk as by presentation and interpretation to hos- 
pitals of other significant developments i in the nursing 
field. 

The House also: 

e@ Approved combining two of the AHA councils 
and creating a new one. 

@ Accepted the report of the headquarters building. 

e Agreed with the recommendation that there be 
no national fund-raising campaign for the Asso- 
ciation. 
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@ Praised Immediate Past President Ray E. Brown 
for his conduct of the three 1957 sessions. 
@ Adjourned. 


President-Elect Ray Amberg 


) ay AMBERG is the new president-elect of the 

American Hospital Association. He was unani- 

mously elected by the Association’s House of Dele- 
gates. Here is his background: 

@ He was born in St. Paul, Minn., in 1895. He 
attended schools in Grand Rapids, Minn., and received 
a PhC degree in pharmacy from the University of 
Minnesota in 1920. He served as pharmacist at the 
University of Minnesota, 1921-24; assistant hospital 
manager of the University of Minnesota Hospitals, 
1924-29; hospital manager, 1929-32, and as assistant 
director until 1935, when he became director. 

@ He has been a-trustee of the AHA (1951-53); a 
member of its House of Delegates (1941); a member 
of the AHA Council on Government Relations (1948- 
49), and the AHA Council on Professional Practice 
(1948-49). 

@® He is a charter fellow of the American College 
of Hospital Administrators and has been both a 
regent and vice-president of the ACHA. 

@ He served as president of the Minnesota Hos- 
pital Association, 1940; president of the Minnesota 
Tuberculosis and Health Association, 1952-56, and 
as chairman of the Minnesota Hospital Construction 
Program, 1945-47. He is a member of the Minne- 
sota State Board of Health Committee on Registration 
of Hospital Administrators and a member of the 
Advisory Committee to the Minnesota State Board 
of Hospital Licensure. | 

@® He received the Harrington Award of the Min- 
neapolis Junior Chamber of Commerce in 1953. The 
award is given for outstanding achievement in the 
public health field. 

@® He was a member of the Governor’s Committee 
on the Handicapped, 1944-46; chairman of the Min- 
nesota State Advisory Committee on Nursing, 1938- 
49, and a member of the Minnesota State Sub-Com- 
mittee on Aid to Nursing Education. 

And now chat with him. 

It was a few hours after the American Hospital 
Association’s House of Delegates had acted, electing 


Ray Amberg president-elect of the AHA. Mr. Amberg | 


stood at the entrance to the Club Room of Atlantic 


“™. City’s Traymore Hotel. He touched the corner of 


ask the questions... 


his dark rimmed glasses, setting them squarely on 
his nose. “You ask the questions,” he said, his face 
creasing into a Scandinavian grin, “I’ll try to answer 
them.” 

Well, what about the individual administrator’s 
role in promoting sound health and hospital legis- 
lation? 7 | 

“One of the things I find most interesting is work- 
ing with our state legislature, which meets biennially. 
I think that hospital people generally are ahead of 
most groups in knowing what they need legisla- 


tively, and seeing that they get it. For one thing, 


they are aware of the problems. They know they 
have to run like blazes just to keep up with the 
advances in medicine. The AHA, for example, has 
been way out in front working with related groups 
and state and national legislatures advocating more 
schools of nursing.” 

What bills in your own state legislature are you 
particularly concerned with at the moment? 

‘“‘We’re currently working on a bill to provide 
state funds for nursing home construction. In Minne- 
sota we need at least 6000 nursing home beds and 
I think similar shortages exist all over the country. 
I don’t think there’s any question but that the nursing 
home type of patient is the responsibility of the 
general hospital. These homes should be accessible. 
I’ve seen too many of them built with a beautiful 
view of a lake, but 20 or so backroad miles from 
adequate medical facilities.”’ 

What about your own hospital and its facilities? 

“Actually it’s a group of hospitals totaling roughly 
800 beds. We average some 700 patient days per day. 
The Masonic Order of Minnesota is presently building 
us an additional nursing home that should give us 
another 80 to 100 beds. Our hospitals were orig- 


inally conceived as an extension of the University — 


of Minnesota education program. We probably have 
some 1500 students, medical and paramedical, in 
our corridors each day. We have medical and nursing 
students, PT’s, OT’s, VT’s, LPN’s, dentists, pharma- 
cists, x-ray technicians and medical social workers. 
And, of course, we have hospital administration stu- 
dents from the course at Minnesota.”’ 

Would you care to say something about Minnesota’s 
unique registration program for hospital adminis- 
trators? 

“We have a statute in Minnesota that makes it 
necessary for administrators to be licensed by the 
state board of health before they can administer a hos- 


... Pil try to answer them.” 
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AMERICAN Hospital Association Board of Trustees met during the 
convention. Present were (seated, | to r): Dr. Edwin L. Harmon, John 
N. Hatfield (treasurer), Ray Amberg (president-elect), Tol Terrell (presi- 
dent), Dr. Albert W. Snoke (immediate past president), and Abbie E. 


pital within the state. The state health board has a 
Committee on Registration of Hospital Administra- 
tors, of which I am a member. I think it’s fair to 
say that the aim of the committee is to get at least 
as safe a person administering the hospital as there 
is at the bedside. In order to do that, minimum 
qualifications are needed. And that’s not an easy job.” 


How long have you had this certifying program? 

“Ten years. And not everybody is sold on it yet. 
We’re presently still evaluating the wisdom of such a 
- program. Until we feel we have all the ‘bugs’ worked 
out we are trying to discourage other states from 
undertaking similar legislation.” 


What are some of these ‘bugs’? 

“The big bug is devising adequate means of meas- 
uring the value of a potential administrator’s experi- 
ence. One of our present requirements, for example, 
is that the applicant must have served as head of 
at least two major hospital divisions for not less 
than two years.” 


Do you think that the program has improved the 
quality of hospital administrators in Minnesota? 

“Very definitely. That and the course in hospital 
administration have played: important roles in up- 
grading the status of hospital administrators in 
_ Minnesota, particularly those in smaller hospitals.” 


Are your children interested in the hospital field? 

“Very much so. My daughter Mary Ellen, who 
is now married, received her R.N. degree at Minne- 
sota. Few things pleased me more. My son John 
is a radiologist at a St. Paul hospital.” 


FULL SLATE ELECTED 


In addition to President-elect Amberg, the House 
of Delegates elected four trustees, six delegates at 
large and the treasurer of the Association. The new 
officers and delegates, and their affiliations follow. 

President-elect: Ray Amberg. Mr. Amberg is direc- 
tor of the University of Minnesota Hospitals, Minne- 
apolis. 

Treasurer: John N. Hatfield. Mr. Hatfield, who was 
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Dunks. Standing (I to r): A. A. Aita, Reid T. Holmes, Carl C. Lamley, 
Ray K. Swanson, J. M. Mcintyre, Rear Adm. Bartholomew W. Hogan, 
and Rt. Rev. Monsignor Edmund J. Goebel. Mr. Lamley, Adm. Hogan 
and Msgr. Goebel were elected to three-year terms at the convention. 


re-elected, is director of Passavant Memorial Hos- 
pital, Chicago. 


Trustees (each for a three-year term): Rear Adm. 
Bartholomew W. Hogan, Surgeon General of the 
Navy, Washington, D.C.; the Rt. Rev. Msgr. Edmund 
J. Goebel, director of hospitals, archdiocese of Mil- 
waukee, and Carl C. Lamley, executive director, 
Stormont-Vail Hospital, Topeka, Kans. 


DELEGATES AT LARGE 


Delegates at large elected for a four-year term 
are: Donald W. Cordes, administrator; Iowa Meth- 
odist Hospital, Des Moines; Msgr. Robert A. Maher, 
diocesan director, Catholic Hospitals, Toledo; Lucius 
R. Wilson, M.D., director, Episcopal Hospital, Phila- 
delphia; Clarence E. Wonnacott, administrator, Lat- 
ter Day Saints Hospital, Salt Lake City. Elected to fill 
Trustee Lamley’s unexpired term was Hal G. Perrin, 
administrator, Bishop Clarkson Memorial Hospital, 
Omaha. Elected to fill Admiral Hogan’s unexpired 
term was Roy A. Wolford, M.D., deputy chief medical 
director, Veterans Administration, Washington, D.C. 


NEW COUNCIL CHAIRMEN 


The Board of Trustees, acting upon the nomina- 
tions of newly installed Association President Tol 
Terrell, announced the following five new appoint- 
ments to AHA Council chairmanships: 


Council on Association Services. Chairman: Boone 
Powell, administrator, Baylor University Hospital, 
Dallas. 


Council on Government Relations. Chairman: Robin C. 
Buerki, executive director, Henry Ford Hospital, 
Detroit. 


Council on Hospital Auxiliaries. Chairman: Mrs. Chester 
A. Hoover, Santa Monica (Calif.) Hospital. 


Council on Planning, Financing and Prepayment. (This 
council is a @ggrger of two previous councils, The 
Council on Hospital Planning and Plant Operation 
and the Council on Prepayment Plans and Hospital 


— 


Reimbursement.) Chairman: David B. Wilson, M.D., 
director, University Hospital, Jackson, Miss. 

Council on Research and Education. (This council was 
created by action of the Board of Trustees in Atlantic 
City.) Chairman: E. Dwight Barnett, M.D., professor 
of administrative medicine, school of public health 
and administrative medicine, Columbia University, 
New York City. 

Appointments to council chairmanships are for a 
term of one year. 


General Assemblies 


HE EFFECTIVENESS of program planning is often 
measured as if it were a popularity contest. If the 
sessions draw a crowd, they are successful. If they 
don’t, they fail. But this is an incomplete measure. 
There is another question. Did the program do its job? 
On both counts—attendance and effectiveness— 
the general assemblies at the annual convention suc- 
ceeded handsomely. Attendance speaks for itself. 
Effectiveness is harder to evaluate. 

One administrator gave a capsule evaluation at 
the end of the last general assembly on Thursday 
morning—there were six assemblies with one dis- 
tinguished speaker at each. The administrator said: 

“I have a feeling that I was exposed to one of the 
‘unusual’ experiences in my hospital career. I have 
no recollection of ever hearing the broad perspective 
of hospitals and their place in today’s world expressed 
more thoroughly than these sessions have provided.” 

This impression characterizes the intangible meas- 
urement of the sessions. Each of the assemblies dealt 
with a contemporary challenge facing the hospitals 
of the nation. Each session involved a specific chal- 
lenge: the hospital’s place in ‘Education and The 
Nation’’, the hospital’s role with the problem of “An 
Informed Public’’, “The Health of The Nation’’, the 
spiritual and moral implications of ‘“‘Living in Today’s 
World”, ““Government and wks and “‘The Future 
of Hospitals’’. 

Stepping stone to progress in any civilization is 
education. Thus, it was not by accident that the first 
challenge considered by the general assembly in- 
volved education and the nation, and more speci- 
fically, the hospital’s role in the total picture of educa- 
tion. Carter Davidson, president of Union College, 
Schenectady, N.Y., a man who has given his working 
lifetime to education, focused this responsibility on 
hospitals as “partners in higher education”’. 

His thesis underscored the role of higher education 
in the race for destruction, and at the same time 
emphasized the necessity for a more deliberate and 
earnest attempt in the understanding of the humani- 
ties. “I would be foolish to suggest a moratorium on 
science and technology, even if such were possible,” 
he said. “Rather, I hat the humanities and 
social studies, which provide mankind with a set of 
values and a procedure for group living, must step 
up their productivity, so that the world can keep its 
patterns for more abundant living ahead of its tech- 
niques for more efficient killing.” 

And in the everyday, commonplace art of communi- 
cation, the assemblies learned that there is a tre- 
mendous challenge of keeping a public, a community, 
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a nation well informed. Robert B. Meyner, governor 
of New Jersey, crystallized this challenge. 

The governor likened the responsibilities of hos- 
pital administration to that of a chief executive of a 
state and reiterated the need for hospitals to accept 
the challenge of communications. 

“One of our mutual responsibilities is that of ac- 
countability,” he said. ‘‘You are accountable to those 
who support you for the use you make of the re- 
sources at your disposal. My department heads and I 
are similarly accountable for the use we make of re- 
sources and monies entrusted to our administration.” 

The solution to the communications problem, Gov- 
ernor Meyner said, is to utilize proven techniques to 
attract the “‘ear’’ of the public with which we deal. 

One of the most compact expressions of the state 
of health in our nation today was the paper “The 
Health Of The Nation’’, prepared and presented by 
Dr. Julian P. Price, chairman of the Joint Commis- 


‘sion on Accreditation of Hospitals Board of Com- 


missioners. Dr. Price, a practicing pediatrician in 
Florence, S.C., took the responsibilities of his address 
to his fellow physicians, and as a result of their 
replies to his appeal, his inventory of health in the 
country today reflected thinking of medical leaders 
throughout the country. 

The spiritual challenge of man was also presented 
to a general assembly audience. Dr. Ralph Sockman, 
internationally known author, minister, and lecturer, 
spoke on the challenge of “Living In Today’s World”’. 
The gauntlet of advances in health and health care 
rests at the feet of hospitals and physicians. Yet, in- 


sisted Dr. Sockman, the ‘‘wholeness’”’ of man, too, 


must be considered. 

“Our mental health must be developed to match 
our physical health,” he said. ‘The ‘wholeness’ of 
man—mentally and physically—must be developed 
together so that our lives are rich and meaningful.” 

To hospitals and the people who work within them, 
Dr. Sockman created the challenge of ‘helping create 
the community concept that is lost in the numbers 
of people today.” 

Reinforcing the import and force of health today 
as a national resource, Rep. John Fogarty (D-R.I.), 
chairman of the House Appropriations subcommittee 
on health, education, and welfare, predicted that the 
government would increase its activity in the health 
field during the next session of Congress. 

“Hospitals are moving closer each moment to the 
day when they will be the focal point of community 
health services,” Mr. Fogarty projected. And as such 
they become the center of interest in government. 

Mr. Fogarty insisted that the greatest single need 
in the health insurance field today is a one-package 
program combining prepaid medical care and pre- 
paid hospital care. “Now, it seems to me, we have 
reached the point where we must recognize that the 
ultimate success of private health insurance depends 


on the quality and quantity of coverage it provides”, 


he said. 

He appealed for the proper guidance in shaping 
health legislation, as in the past, for the appraisal 
of needs, for the creation of proposals, for the tech- 


nical knowledge that is necessary to meet the needs 


of the people. 
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The challenges of the future of hospitals were ex- 


. pressed during the final general assembly session by 


Basil O’Connor, president of the National Foundation 
for Infantile Paralysis, Inc. 

Mr. O’Connor outlined three spécific problem areas 
which are part of the immediate future of hospitals. 
First, he said, families seeking long-term care “can- 
not find adequate facilities available for the cus- 
todial and rehabilitative care of the aged and the 
chronically ill in their own communities or even in 
the large metropolitan centers.”’ 

Unless the challenge is met, he said, we can antici- 
pate a weakening of the public’s confidence in a hos- 
pital system “which is expected to—but does not— 
provide health protection for all the people.” 

The second immediate challenge facing hospitals 
is the personnel problem. He said, “The hospital field 
retains the reputation of a large-responsibility, long- 
hour, low-pay proposition. It must be. made clear to 
the three quarters of a million people who enter the 
labor market each year that the hospital field offers 
material rewards which are comparable to the op- 
portunities available in business and industry.” 

And the final challenge in the future of hospitals, 
according to Mr. O’Connor, is the redistribution of 
responsibilities for services to patients among non- 
professional as well as professional personnel. “We 
cannot let tradition or protocol stand in the way of 
the most efficient and effective use of the skills that 
are available in the hospitals of America,” he said. 


Round Tables 


AS IN PAST YEARS, some of the most popular and 
vewarding sessions at this year’s convention were 
in the form of round tables. Each afternoon, panels 
of specialists in a broad range of areas related to 
hospital administration led discussions that were 
always lively and sometimes heated. Although only 
a few of the 68 round tables are reported on here, 
the summaries that follow may -serve to indicate 
the latitude of the discussions. 


PLANNING FOR THE FUTURE 


In sessions that dealt with long-range planning 
-of health services, hospital administrators expressed 
deep concern over such problems-as providing ade- 
quate care for the growing number of aged, pro- 
moting unity in planning the total health servicés 
of the community, and achieving an accredited status. 

Accreditation. At a session on accreditation, Dr. Ken- 
neth B. Babcock, director of the Joint Commission 
on Accreditation of Hospitals, defined the Commission 
as “a voluntary organization with no legal powers 
and created for the good of the patient”. He noted 
that the commission has no legal connotation and 
in no way acts as a regulating or adjudicating body, 
but that it does have the right to go into an institu- 
tion when invited, and objectively criticize its prac- 
tices. 

Dr. Babcock listed the medical staff organization 
as one of the weakest links in the accreditation chain, 
and said the administrator was the one who must 
take an active part in guiding the medical staff 
toward this goal. He cited the problem of medical 
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records as another stumbling block in hospitals’ 
attempts to become accredited. 

In his remarks, Dr. Babcock covered the problem 
of dental surgery in hospitals and the necessity of 
having medical and surgical supervision of these 
cases. He cited the problem of dealing with osteo- 
paths, radioisotope specialists, chiropractors, and 
physicists, and gave his opinion that these groups, 
like dentists, cannot possibly practice medicine as 
it-is regarded by the organizations which constitute 
the commission. 

Health needs of the aged. A variety of solutions for 
how best to solve the health and medical problems 
of the mounting population over the age of 65 were 
offered in this session. Nelson Cruikshank, head of 
the AFL-CIO Department of Social Security, said 
labor felt the answer was extension of the social 
security principle as embodied in the Forand Bill, 
which provides free hospitalization for covered men 
over 65, women over 62, and surviving widows and 
children—some 13 million persons in the first year. 

J. Douglas Colman, vice-president and secretary of 
the ‘Blue Cross Association, cautioned that while 
safeguards might be attempted in writing such a 
law, there was a good possibility of winding up 
“sponsoring custodial care rather than providing 
broad health services’’. 

Planning for hospital services on a community basis. Hos- 
pitals unwilling or lethargic about taking leadership 


in community planning for facilities are going to be in 


the embarrassing position of having someone else 
do it for them. This was the conclusion of a round 
table panel headed by Delbert L. Pugh, executive 
director of the Columbus (Ohio) Hospital Federation. 

Community-wide and area-wide planning is pro- 
ceeding apace in many directions—expressways, air- 
ports, schools and others—and hospitals are no excep- 
tion, said Mr. Pugh. The logical focal point is a 
strong community organization of hospitals, working 
together with civic groups. Mr. Pugh warned that 
there was no single plan for meeting community 
needs. 


ANCILLARY SERVICES 


Another grouping of round tables explored the 
more local and immediate problems of providing 
efficient ancillary services in the hospital—products, 
policies, and procedures that enter into the total 
picture of patient care. 

Pharmacy service in small hospitals. “Many. hospitals 
use drug stores as their hospital pharmacies,” said 
Daniel F. Moravec, director of pharmacy service, 
Lincoln (Neb.) General Hospital, “but I am con- 
vinced that in the majority of cases the hospital 
does not realize the income it should when the retail 
drug store is used.” 

One point the panel agreed upon was that the trend 
is and should be to separate the cost of drugs from 
their administration. “I believe we should reach the 
point someday when we show one charge for an 
item and a separate charge for administration,” said 
Frank E. Kunkel, of Kunkel Apothecary, Cincinnati. 

One panelist suggested that an alternative to hav- 
ing pharmacy services supplied by outside pharma- 
cists would be to combine the pharmacist function 
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with some other hospital function: central supply 
supervisor, purchasing agent, or perhaps adminis- 
trator. 

Management of the food service department. Manage- 
ment of the dietary department by a dietitian, a 
food manager, or combination of dietitian and man- 
ager, a catering service, and a food management firm 
were discussed in this session. It was concluded that 
while all management methods had advantages, the 
size, type, and function of a hospital finally deter- 
mined the type of food service management. Both 
administrators and dietitians at the session felt that 


a major part of the problem could be solved by — 


mutual education in techniques and goals. 

Future of prepackaged items. Franklin D. Carr, admin- 
istrator of Detroit Memorial Hospital, pointed to pre- 
packaged items as a new horizon not yet fully 
reached, and led a discussion among panelists repre- 
senting the American Hospital Association’s Com- 
mittee on Purchasing and the hospital supply indus- 
try. Leonard P. Goudy, administrator of Proctor 
Community Hospital, Peoria, Ill., said that automa- 
tion has had very little application in hospitals be- 
cause of the personal nature of the service, but that 
prepackaging of disposable items can be an effective 


substitute. Reuben H. Graham, purchasing agent of . 


North Carolina Baptist Hospital, Winston-Salem, em- 
phasized that prepackaging will grow as standard- 
ization of hospital procedure and technique is further 
developed. ‘In this,” he said, “hospitals themselves 
will control the future.” 

Effective use of volunteers. Volunteers are doing effec- 
tive work in institutions where they work, but they 
must be fully oriented and adequately trained to 
achieve maximum usefulness, it was concluded by 
this group. Adequate screening through personal in- 
terviews, written applications and medical exam- 
inations are essential in developing a good volunteer 
program. | 

Miss Laura Vossler, director of volunteers, The 
Presbyterian Hospital in New York, said another 
essential in assuring the effective use of volunteers is 
to have a director with imagination, whether full- 
time, part-time, paid or unpaid. “The cornerstone 
of the entire program rests upon good relations with 
the hospital staff,’ she said. 


NURSING SERVICE 


The hospital nursing team. A new program at Rhode 
Island Hospital that coordinates all departments into 
the patient care picture was described at two round 
tables on this subject. With the year-old program, 
it has been possible to relieve the nurse of a great 
deal of work that did not actually have to be done 
by her, Oliver G. Pratt, director of the hospital, 
said. Responsibilities have been shifted through 
new administrative techniques and the nurse no 
longer personally performs such functions as ordering 
linen for the floor, charting temperatures, ordering 
from central supply, and so on. Part of the relief 
was provided by using well trained nonprofessional 
“ward secretaries” to transcribe doctors’ orders and 
do other medical paper work at the nursing station. 

Patterns of nursing education. Is it possible to integrate 
our educational programs so that the practical. nurse 
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with interest and ability can progress upward to the 
college degree level without undue loss of time? Four 
experts on the panel of this round table expressed - 
cautious hope that this can be done and heartily 
endorsed efforts in that direction. Some doubt was 
expressed as to whether hospitals would be doing 


themselves any service by encouraging such a trend, 


since “the practical nurse is the most stable employee 
on the nursing service team.’”’ Dr. Thomas Hale, 
director of Albany (N.Y.) Hospital, said the appeal 
of more education was one reason the registered 
nurse was not staying at the bedside for long. 

Nursing home relations. Hospital people and nursing 
home operators need to get together and work in the 


interests of better patient care, this panel agreed, 
‘but recognized that how to do this offered some 


problems. Hospital administrators seldom visit nurs- 
ing homes in their localities to get acquainted, nursing 
home operators who were present said. Hospital ad- 
ministrators pointed to problems of getting patients 
into nursing homes. Often all beds were filled, or 
if the patient was a public assistance case, the home 
had a full quota of such cases. 

Whether chronic care facilities should be part of 
the acute genera) hospital or apart from it also came 
in for discussion. Some felt that in doing this the 
hospital would simply spread its operating costs over 
both with a resultant higher cost for chronics. There 
were problems of staffing, too, with hospitals already 
critically short in many professional categories of 
personnel. 

Protests of the type of case referred were raised by 
some home operators. ‘““The general hospital wants to 
unload its terminal cases on the nursing home,” said 
one. This led to some fairly heated discussion of just 
what constituted a chronic case suited to nursing 
home care. Nobody came up with a pat answer. 


LEGAL CONSIDERATIONS 


immunity and liability in hospitals. It was clear from 
the discussion on this subject that hospital immunity 
is rapidly disappearing and hospital liability is in- 
creasing. William K. Klein, director of the Long 
Island Hospital, indicated that the traditional im- 
munities of hospitals no longer hold in many areas. 
Another panelist pointed out that there are now many 
new “liability areas’’. Among these “liability states’, 
said William A. Regan, legal consultant to the Catho- 
lic Hospital Association, are New York, California, 
Ohio, Kansas, Washington, Arizona, Florida, and 
some New England states. “In the entire nation the 
trend is toward total liability,’ he concluded. 

Press relations: privacy of the ‘patient. For the most 
part, in becoming a patient in ag hospital anyone must 
lose a certain degree of his right of privacy, this panel 
concluded. Emanuel Hayt, counsel for the Hospital 


Association of New York State, said that although ° 


morally and legally man has been held to have the 
right to pass through this world without ever being 
photographed or written about, the fact that he or 
his activities may be of “news interest” limits this 
right. | 
Richard O. West, administrator of the Norwalk 
(Conn.) Hospital, cited the necessary physical lack 
of privacy with which the patient must contend as 
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part of his normal care and treatment. Problems 
created by the physical, moral and legal implica- 
tions, it was agreed, must be bridged by both the 
hospital staff and—in cases of news—by some hos- 
pital official familiar with and capable of handling 
the media interested in hospital and medical news. 


‘PROBLEMS IN HOSPITAL FINANCE 


Taxation of hospitals. A discussion of the intricacies 
of the federal internal revenue code in dealing with 
business leases and of various state laws dealing with 
real property moved on the assumption that although 
hospitals are not especially in trouble now retaining 
their tax-exempt status, they may be in the future. 

The problem of the business lease was compounded 
several years ago by charities other than hospitals 
who sought to gain tax free income at the expense 
of private firms and the federal government, one 
panelist stated. It was stressed that there are many 
exceptions that require a thorough study of the in- 
ternal revenue code. 

In the area of state laws, the questions of manda- 

tory and permissive tax exemption were discussed, 
with the two principal problems defined as owner- 
ship and use. It was suggested that a closed medical 
staff might be a source of tax trouble, depending 
upon the interpretation of the court. 
_ Third party reimbursements. Public assistance, Blue 
Cross and other third party purchasers of health 
care are bringing about more uniform rates of re- 
imbursements, panelists on this round table believed. 
Carl M. Metzger, president of Hospital Service Cor- 
poration of Western New York, put it this way: “The 
same yardstick now is being used for all charges.” 
If hospitals can justify the costs, he said, the public 
will pay the charges, ‘‘but the public is dissatisfied 
with wide discrepancies in hospital costs between 
different institutions giving the same service when 
the costs are unexplained”’. 

Another panelist said charges should reflect two 
major costs in running a hospital: education pro- 
grams and replacement and modernization. The wel- 
fare administrator is “caught between” providing 
subsistance to the indigent and arriving at adequate 
reimbursement to the hospitals, it was pointed out. 


Symposia on Management 


HE PERSONAL ATTRIBUTES of the successful execu- 

tive, the effects of organization’on his behavioral 
patterns, and the tools that are available to help him 
in his management functions were explored during 
_ four management symposia sessions. 

In outlining the characteristics of the effective 
manager, Kenneth McFarland, -Ph.D., educational 
consultant and lecturer for General Motors Corpora- 
tion, stressed the importance of fairness, courtesy, 
temperance and respect for the human personality in 
the executive’s makeup. 

In addition to being a man of character, the success- 
ful manager, Mr. McFarland stated, “‘must know; but 
before he knows, he must be taught”. He warned 
that this teaching process does not assume; it gives 
the basis for the rules and systems used. 
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Mr. McFarland stated there is a great need for 
this teaching process, for 59.6 of every 100 persons 
or 39 million Americans are in their first work ex- 
perience. 

Assuming that the executive is a man of character 
with an understanding and knowledge of the rules 
and systems of his position, Tuesday’s speaker and 
panel reflected on the organizational patterns that an 
executive finds himself in and their effect on his be- 
havior as a person and as a representative of man- 


agement. 


There are basically two patterns of organization 
open to the executive: the inner-directed and the 
outer-directed, David Moore reported. Mr. Moore is 
professor of management, College of Business and 
Public Service, Michigan State University, East 
Lansing. 

Professor Moore said that the essential charac- 
teristics of the first type are an abiding concern with 
the internal operations of the organization; the be- 
lief that there is one and only one best way to get a 
job done; policing of the work force to see that the 
one.best way is achieved; centralization of authority; 
multiple layers of supervision, and greater concern 
for the job within the system than for the over-all 
results. 

In an outer-directed pattern of organization, Mr. 
Moore stated, executives are more concerned with 
external ends and adjustment, with subordination of 
system to over-all results. 

Under this second pattern of organization, Mr. 
Moore reported, work is more meaningful for em- 
ployees; they have fewer anxieties; and conflicts are 
primarily those of ideas rather than of occupational 
interests. 

Walter J. McNerney, one of the panelists who was 
asked to comment on Mr. Moore’s presentation, ob- 
served that this experience bears out the fact that 


-the “pyramid” or inner-directed pattern is a greater 


morale and production booster. Mr. McNerney is di- 
rector of the course in hospital administration at the 
University of Michigan, Ann Arbor. 

Although morale is an important factor in good 
patient care, Mr. McNerney suggested that if hospi- 
tals overstressed this factor, they may sidestep the 
basic elements of good patient care. 

Equipped with an organizational framework that - 
permits him to function as an executive and to de- 
velop as a human being, the executive has certain 
tools at his disposal to ease and improve his manage- 
ment functions. One of the most important is statis- 
tics, according to W. Allen Wallis, professor of statis- 
tics and economics and dean of the School of Business 
at the University of Chicago. 

Statistics, Professor Wallis explained, are par- 
ticularly helpful to the ,administrator in solving 
strategic and tactical problems. He defined strategic 
problems as those in which the issues are what kinds 
of measurement will best help in backing managerial 
decisions. Tactical problems, he said, are more con- 
cerned with the accuracy and reliability of the in- 
formation or the cost of obtaining information. 

To solve strategic and tactical problems, Mr. Wallis 
suggested the use of sampling and process control. 
He noted that sampling is obviously “cheaper and 
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MEMBERS of the House of Delegates discussed the election of Ray Am 
berg as AHA president-elect soon after the Oct. 2 meeting of the House. 


EXPERTS attempted to look into the future of hospitals at a Confer- 
ence on Hospital Planning cosponsored by American Hospital Associa- 
: tion, American Association of Hospital Consultants, American Associa- 
tion for Hospital Planning, and the American Institute of Architects. 


FOUR HUNDRED firms exhibited the wares of the hospital world in 
| Atlantic City’s Convention Hall at the AHA’s 59th annual convention. 


UNDAUNTED by a gray foggy day in Atlantic 
City, conventioners trudged along the famed 
boardwalk to Convention Hall meeting rooms. 


PRESIDENT and Mrs. Tol Terrell greeted guests 
at the President's Reception in the Traymore Hotel. 


GOV. Robert B. Meyner (left) and Dr. Frank 
R. Bradley reviewed the convention program. 
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(LEFT) WILLIAM H. BOTTS, one of the first convention registrants, dem- 
onstrated the manner in which his name badge was to be worn. 
(CENTER) FLORENCE A. McQUILLEN explained the bylaws of the Ameri- 


at Atlantic City 


Pie 


COFFEE and the excitement of convention time were the main items of 
business at a coffee hour sponsored by AHA for registrants’ wives. 


(LEFT) House of Delegates members registered prior to the first meeting 
of the House on Sept. 30. (RIGHT) Among the guests at the interna- 


igs 
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can Association of Nurse Anesthetists to the group at one of its meet- 
ings. (RIGHT) BISHOP Philip M. Hannan addressed the Catholic Sisters 
Luncheon, an annual event held in conjunction with AHA’s convention. 


DR. WILLIAM S. MIDDLETON (left) and Dr. Edwin L. Crosby 
were among those at the head table at the federal luncheon. 


tional luncheon was Dr. Shozo Numa (standing, right foreground), who 
presented greetings from the Japan Hospital Association to the AHA. 
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(LEFT) The Screening Jury for the Architectural Exhibit of Hospitals 
looked over a model of a new western hospital. (RIGHT) Following a 


House of Delegates session, the Delegates formed committees to review 
the AHA’s activities. Here Board of Trustees business is reviewed. 


is 


(LEFT) Seven hospital auxiliaries were recipients of awards in the Eighth Annual Contest for Hospital  - 


Auxiliaries. Contest theme: ‘‘Building Community Interest in Hospital Careers’’. (RIGHT) RAY AMBERG 
(right) accepted congratulations on his selection as Association president-elect from Dr. Albert W. Snoke. 


PAST PRESIDENTS of the American Hospital Association gathered for 
their annual dinner at the convention. Present were (seated, | to r): 
Dr. Donald C. Smelzer, Dr. Anthony J. J. Rourke, Graham L. Davis, 
Dr. Charles F. Wilinsky, Dr. Winford H. Smith, Dr. Albert W. Snoke, 
John H. Hayes, Dr. Peter D. Ward, and Joseph G. Norby. Standing 


(1 to r): Dr. Basil C. Maclean, Ritz E. Heerman, John H. Hatfield, 
Dr. Robin C. Buerki, Dr. Frank R. Bradley, Frank J. Walter, Dr. 
Harvey Agnew, Ray E. Brown, and Dr. Edwin L. Crosby. Dr. Smith, 
who was president in 1916, is the oldest living past president. 
Dinner was held Tuesday evening in Kerry Hall, Shelburne Hotel. 
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pictorial highlights 


ip 
REP. JOHN E. FOGARTY. (D-R.1.), recipient JOHN H. HAYES, recipient of AHA’s 1957 Distinguished Service Award, Dr. Albert W.° 
of an honorary membership in the As- Snoke, Rep. John E. Fogarty, and Dr. Edwin L. Crosby (I to r) were present as Rep. Fogarty 
sociation, was the featured speaker in accepted a certificate of honorary membership in the Association at AHA’s annual banquet. 
a general assembly - session on volun- 
tary health care and the government. 


DR. ALBERT W. SNOKE (left) and James G. TWO “‘ladies of the avuxiliary’’ (left) attended a preconvention tea held by AHA’s Council on 
Dyett welcomed conventioners at Exhibit Hall. Hospital Auxiliaries. Later on in the week auxiliary members got together again for a coffee hour. 


TECHNICAL exhibit judged best in the 200-square foot and over 
category was that of the E. F. Hauserman Company. Judged best 
in the less than 200-square foot category was the International 
Nickel Company exhibit. The jointly-sponsored infant formula cen- 
ter exhibit was the recipient of a special award presented by the 
Hospital Industries’ Association during the 1957 AHA convention. 
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quicker than covering all the items in the group,” 
and its value greatly depends on the items included 
in the sample and the process used in selecting them. 

To effectively use process control, sampling and 
other techniques for utilization of statistics, Mr. Wal- 
lis advised administrators to learn the general prin- 
ciples of statistics and to employ statisticians with a 
_ knowledge of administration. 

Although the knowledge and use of statistics will 
help the executive of sound character in a workable 
organization setup, his major management function— 
decision-making—will always be painful and ‘‘what- 
ever you do you'll be sorry’, Richard D. Vander- 
warker told the registrants attending the fourth and 
last of the management sessions. Mr. Vanderwarker 
is vice president-general manager, Memorial Center 
for Cancer and Allied Diseases, New York City. 

Yet decision-making need not be a continuously 
torturous experiece, Mr. Vanderwarker pointed out, 
if the executive uses the systematic approach to the 
.solutions of the problems. This approach, he said, 
consists of five steps, namely: : 

1. Defining the problem. 

2. Analyzing the problem. 

3. Developing alternative solutions. 

4. Selecting the best solution. 

\. Making the decision effective. 

“There is something further than the executive can 
do about his difficult role as a decision maker,” Mr. 
Vanderwarker concluded, “and that is to learn to 


live with it.”” Mr. Vanderwarker echoed the words of’ 


the first symposium upenlce Mr. McFarland, who 
called upon men of character with a knowledge of 
rules and systems “to take men as they are and do 
them good with all the available tools you have at 
hand.” In the case of the executive, sound character, 
workable organizational framework, statistics, and 
scientific decision-making can help achieve that goal. 


“it Worked for Us” 


HENEVER CONVENTIONERS meet, there has been 

this familiar cry: “it all sounds very well, but 
does it actually work?” The American Hospital As- 
sociation this year took a new approach to the prob- 
lem of providing the assembly with reports of projects 
that have proved successful in operation. The As- 
sociation invited hospital people from all over the 
country to share their proved techniques and theories 


= submitting papers for reading at this year’s “It 


rked for Us” sessions at the convention. 

From among papers submitted, 12 reports were 
selected, of which 4 were presented at each of the 
“It Worked for Us” sessions on Tuesday, Wednesday 
and Thursday mornings. 

Since hospital costs have undergone critical exami- 
nation in recent years, Frederick Grubel’s paper, 
“‘Hospital Costs Are Too Low for Proper and Efficient 
Service’’, was of special interest. Mr. Grubel is asso- 
ciate director, Maimonides Hospital of Brooklyn, N.Y. 

After analyzing the 70 per cent budget allocation 
of most hospitals for salaries, Mr. Grubel explained 
that many hospitals are still unable to compete with 
industry for “critical as well as technical personnel’’. 
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Paul J. Gordon said operations research can be 
simplified for hospital use, by outlining the ap- 
proaches to and findings of a recent OR study at 
Memorial Center, New York City. The associate pro- 
fessor of hospital administration at Emory University 
explained that the “concept of operations research 
concerns itself with decision-making on a vast scale’. 

In another paper, C. R. Cook, superintendent of the 
Washington (Pa.) Hospital, warned hospital ad- 
ministrators and boards of trustees that they can not 
use disappointment following building program bid 
openings as an excuse for sidestepping their responsi- 
bility to supply the required hospital services to their 
communities. 

Charles A. Turner reported how a hospital auxiliary 
was organized in a rural area of Lowville, N.Y., by 
working with the Home Bureau and other organiza- 
tions in the community. Mr. Turner is superintendent 
of Lowville’s Lewis County General Hospital. 

While Mr. Grubel opened on the premise hospital 
costs should be increased to provide efficient patient 
service, Robert S. Hoyt explored the idea of cutting 
costs at the same time giving better patient care. 
Mr. Hoyt, administrator of Lutheran Hospital of 
Maryland, Baltimore, believes in streamlining costs 
through reorganizational programs that move ahead 
slowly with all employees thoroughly indoctrinated 
in the “hows” and ‘“‘whys”’ for the change. 

“Supervisory Training” was the theme of Eugene J. 
O’Meara’s report, in which he outlined the training 
program used at the Sharon (Pa.) General Hospital, 
where he is administrator. He said that the use of 
role playing and the case study method is largely 
responsible for the effectiveness of the program. 

From a review of supervisory training in all areas, 
the assembly shifted to a consideration of this im- 
portant problem in the crucial area of training and 
keeping head nurses. Elizabeth M. Smith, R.N., di- 
rector of nursing at Children’s Orthopedic Hospitai, 
Seattle, reported that the problem can best be met 
by clarifying the responsibilities of the head nurse. 

Utilization of community resources in the immedi- 
ate area is one way to achieve thousands of dollars 
worth of public relations for a hospital with very 
little cost, reported Mrs. S. Lucille Whitty, secretary 
to the administrator of Community Hospital, Wil- 
mington, N.C. 

Whether hospitals use small or large sums of 
money, elaborate gimmicks or costly annual reports 
to sell the hospital’s story to the community, nothing 
will be as potent or lasting in the patient’s mind as 
the quality of care he or a member of his family re- 
ceives in the hospital. It is on this latter theme that 
Austin J. Evans addressed the assembly on the pri- 
mary goal of administration: good patient care. 

Mr. Evans, administrator of Hadley Memorial Hos- 
pital, Hays, Kans., noted that although finances must 
be considered in achieving this goal, ‘‘finances per 
se must never be the reason for existence. The needs 
of the patient come first.” 

This over-all goal of good administration is more 
easily achieved by a board of’trustees that is well- 
oriented to hospital operation and counseled in the 
techniques of being a trustee, Nahman Schochet 
stated. Mr. Schochet is chairman of the board of trus- 
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tees, Itasca County General Hospital, Grand Rapids, 
Minn, 

“Funding Depreciation Provides Operational Peace 
of Mind” was the topic presented by Paul J. Spencer, 
director of Faulkner Hospital, Boston.. Mr. Spencer 
advocated the use of cash reserve system to cover 
depreciation. 

The last of the “It Worked For Us” reports out- 
lined the effect of the major medical and “compre- 
hensive” insurance plans on voluntary hospitals. 
Thomas P. Weil, administrative resident at Mount 
Sinai Hospital, New York City, was the speaker. 

Mr. Weil reported that by the end of last year “10 
million individuals had major medical expense cover- 
age.” He felt that the rapid growth of these plans will 


lead to more questioning of hospital administrators — 


on this approach to prepaid medical care coverage. 


Conference of Hospital Auxiliaries 


L HIS WAS THREE-C YEAR for the hospital auxiliaries 
at Atlantic City. They received: 

Congratulations on sane: a full decade of annual 
conferences. 

Compliments for their contributions to- hospital 
progress in the past decade. 

Caution that there was still much for them to do 
and that increasingly their work is being measured 
objectively as one facet of the total hospital team. 

Dr. Charles Wilinsky, past president of the Amer- 
ican Hospital Association, in reviewing the early 
history of AHA’s hospital auxiliaries said, “We some- 
times plan wiser than we know. The rapid strides 
made by hospitals in the last 10 years can be 
attributed in large measure to the work performed 
by the hosgital auxiliaries. They deserve the grateful 
thanks of fi nonpetass in helping to make it possible 
for them to carry on.’ 

‘Mrs. Frederick N. Blodgett, retiring chairman of 
the Council on Hospital Auxiliaries, in her annual 
report presented at the auxiliary luncheon said that 
even though organized auxiliaries are a young group 
—still pioneering and still experiencing growing 
pains—they could look back at a record of steady 
achievement. She drew attention to the progress 
‘made in the study of hospital volunteer service—the 
auxiliary’s priority program of last year. Although 
the study is not yet completed, because of its com- 


MRS. Chester A. Hoover (left) and Mrs. Frederick N. Blodgett dis- 


cussed business pertaining to hospital auxiliaries, prior to a pre-- 


convention auxiliary meeting. Mrs. Hoover is the new chairman of the 
Council on Hospital Auxiliaries; Mrs. Blodgett is the former chairman. 


OCTOBER 16, 1957, VOL. 31 


plexity and the many problems involved, through 
committee meetings and a workshop of 25 partici- 
pants from all over the country the groundwork has 
been laid for developing a program for directors of . 
hospital volunteer service. 

Mrs. Anna M. Kross, commissioner of correction 
of New York City, and former judge of the Mag- 
istrates Court of New York City, said hospital aux- 
iliary members can play an active part in bringing 
about better understanding between the legal and 
medical professions. “‘What the psychiatrist means 
and what the legalist means often are two different 
things. Hospital auxiliary groups can encourage study 
so that the language of each profession will have 
a common meaning,” she said. 

Mr. Kennerly Woody, vice president of the New 
York Telephone Co., New York City, explained how 
the public relations policies that have been success- 
fully used by industries selling services to the public 
might be applied in many ways to hospitals and to 
their auxiliaries. 

“It is not only important to give the customer 
what he wants,” said Mr. Woody, “but to look 
ahead and find ways of improving these services as 
the customer’s needs and desires increase.” He 
stressed the following three points in a good public 
relations program: 

1. Good service given cheerfully, not merely with 


impersonal efficiency. 


2. A useful organization that stands for something 
that is good for the community so that the com- 
munity is glad to have it there. 

3. Fair charges. . 

“In creating good community relations, 90 per cent 
is in the doing and 10 per cent is in the telling,” 
Mr. Woody said. ‘“‘Hospital auxiliary workers can be 


the golden: ingredient in the telling.” he said. 


“Through them the hospital can reach into the life 
of the community— its homes, its churches, its club 
groups.” 

Auxiliary-endowed scholarships for students inter- 
ested in hospital careers—laboratory technicians, so- 
cial workers, medical technicians and the like—were 
recommended by Mrs. Soma Weiss, Community Rela- 
tions Consultant, Massachusetts General Hospital, 
Boston. She aso suggested that auxiliary members 
attend AHA institutes other than just the auxiliary 
institutes. “‘The more you expand your interest in 
this fashion, the greater will be your value in health 
education,’ Mrs. Weiss said. 

A session entitled “An Administrator’s View of the 
Volunteer Service Department” was presented in the 
form of role-playing. Mrs. George C. Capen, retiring 
member of the Council on Hospital Auxiliaries played 
the part of “questioner” for the auxiliaries and Mark 
Berke, director of Mount Zion Hospital, San Fran- 
cisco, played the part of “answerer.” Mr. Berke 
answered the questions from the hospital adminis- 
trator’s point of view. 

To the question “what should we do about the 
paid employee who feels threatened by the volun- 
teer,’’ Mr. Berke replied: 

“There really is no question of the volunteer re- 
placing a paid person. If there is, a hospital should 
not have a volunteer program. The average hospital 
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with a sound volunteer program is not thinking 
about replacing an employee.” 


Allied Organizations 


10-YEAR LOOK into the future concluded the 

annual meetings of the American Association 
of Hospital Consultants and the American Associa- 
tion for Hospital Planning. 

Predictions made by an eight-member panel at 
the jointly sponsored Conference on Hospital Plan- 
ning didn’t come from a crystal ball or ouija board. 
They were culled from conferences held by the spon- 
soring organizations for two days preceding the 
planning session. The American Hospital Association 
and the American Institute of Architects also par- 
ticipated in the meeting. 

The 1967 hospital envisioned = these groups will 
be a large facility in a community center. It will 
probably provide separate units for care of aged 
and mentally ill patients. There will be a shorter 
stay and larger outpatient and diagnostic services. 
More patients will demand hospital service, par- 
ticularly in the older age group, the panel predicted. 

In addition to preparing for and participating in 
this glimpse into the future, both the AAHP and 
AAHC conducted business and/or general sessions. 
The AAHC established a new membership category 
of associate member and revised its criteria of eligi- 
bility for membership. 


The ranks of the American College of Hospital 


Administrators were increased this year as 340 per- 
sons were admitted to nomineeship during the col- 
lege’s convocation ceremony. At the same time, 97 
members of the college were honored with fellow- 
ships and 238 nominees were named members. 

Another highlight of the ACHA activities was the 
1957 Bachmeyer Memorial Address given by Elmore 
Petersen, dean emeritus of the School of Business 
at the University of Colorado. Mr. Petersen stated 
that administrative efficiency is not a question of 
either philosophy or science alone, but the applica- 
tions of both these disciplines to administration. 

He maintained that “the science of administration 
is analytical; it deals with the techniques of organ- 
ization and management. In contrast, the philosophy 


of administration is synthetical; it undertakes to_ 


combine the components of organization and man- 
agement into a coordinated whole.” 

Five days of general sessions, business meetings, 
round tables and social affairs made up the 24th 
annual convention of the American Association of 
Nurse Anesthetists. Several meetings were devoted 
to solving the problems of conducting schools of 
anesthesia for nurses. 

The results of a survey of working conditions of 
nurse anesthetists were reported by the AANA Plan- 
ning Committee at a general session of the organiza- 
tion. The first survey of working conditions made 
since 1952, the 1957 analysis disclosed that salaries 
have risen slightly during the past five years, now 
averaging $450 per month. There were regional 
variations as well as differences by size of hospital 
in this figure. Smaller hospitals pay $12 above the 
national average monthly salary. Regional variations 
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in average monthly salary ranged from $408 in the 
northeastern states to $482 in the states surrounding 
Lake Michigan. 

The following are among the groups who elected 
officers during the 59th annual AHA convention: 

@ American Association of Hospital Consultants— 
President, Jacque Norman, Greenville, S.C.; vice 


president, John Hatfield, Chicago; and secretary- 


treasurer, Morris Hinenberg, M.D., New York City. 
On the executive committee are Jack Masur, M.D., 
of Washington, D.C., and Joseph Norby of Milwaukee. 

@ American Association of Nurse Anesthetists— 
The nurse anesthetists re-elected their entire slate of 
officers when they named Lillian G. Baird, Ann Ar- 
bor, Mich., as president; Olive L. Berger of Balti- 
more, Md., first vice president; Evelyn E. Auld of 
Durham, N.C., as second vice president; and Marie W. 
McLaughlin of South Holland, Ill., as treasurer. As- 
sociation members also chose three new trustees: 
Elizabeth Boyer, Cleveland; Dean E. Hayden, St. 
Louis; and Ursula T. Heitmeyer, Oakland, Calif. 

@e American College of Hospital Administrators— 
Anthony W. Eckert, director of the Perth Amboy 


OFFICERS of the American College of Hospital Administrators were 
elected at ACHA meetings held during the American Hospital As- 
sociation convention. Seen here are (I to r): Frank S. Groner, presi- 
dent; Anthony W. Eckert, president-elect, and A. A. Aita, second 
vice president. Not shown is Albert G. Hahn, first vice president. 


(N.J.) General Hospital, was named president-elect. 
He will succeed Frank S. Groner, administrator 
of Baptist Memorial Hospital, Memphis, Tenn., who 
was installed as president of the College. Albert G. 
Hahn, administrator, Protestant Deaconess Hospital, 
Evansville, Ind., was elected first vice president and 
A. A. Aita, administrator of San Antonio Community 
Hospital, Upland, Calif., second vice president. 

The college’s nominating committee also reported 
on the election of four new regents: R. W. Bachmeyer, 
director of St. Barnabas Hospital, Minneapolis; 
Wilson L. Benfer, superintendent of the Toledo 
(Ohio) Hospital; Alfred E. Maffly, administrator of - 
Herrick Memorial Hospital, Berkeley, Calif.; and 
Leo G. Schmelzer, director of Wilmington (Del.) 
General Hospital. 

Hospital Industries’ of HIA 
for the coming year are Harris L. Willits, C. R. Bard, 
Inc., president; Roland F. Simons, Ethicon, Inc., vice 
president and president-elect; and Robert H. Brown, 
Dickinson and Co., vice president and treasurer. 
William E. Smith will continue as executive director. 

Elected to the board was L. H. Nichols, Bauer and 
Black, and re-elected to the board were: Reginald G. 
Bates, J. Sklar Mfg. Co.; C. K. Coty, Clay-Adams, 
Inc.: and L. J. Paxton, Simmons Co. 
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Easier... to use—easier on the patient 
PEDIATRIC SCALP VEIN INFUSION SET / CUTTER 


ask your Cutter man 
for more detailed 
information 
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This disposable scalp vein set offers greater convenience and 
greater safety in pediatric I. V. therapy. Soft, highly flexible tubing 
allows easy coiling and taping to the scalp, eliminating head 
restraints and minimizing nursing care. Its specially designed 
needle reduces tissue damage and cut-downs are rarely required. 
Each set consists of: plastic adapter for easy attachment to 
conventional I. V. set, 12 inches of soft, pliable tubing, short- 
beveled, small gauge needle in protective sheath. Pyrogen-free, 
sterile inside and out, it is packed in a polyethylene envelope. 


CUTTER SAFTILINE* EXTRAS 


choose the complete line of expendable I. V. infusion sets 
with extra features for safety and convenience. 


Saftiset ‘‘Streamliner’’* expendable, plastic I. V. infusion set 
available with or without needles. 


Saftiset ‘‘Y’’* expendable, plastic I. V. infusion Y-tube set for 
simultaneous infusion of two solutions. 


Safticlysis* expendable hypodermoclysis injection set available 
with or without needles. 


For descriptive literature, write Dept. 43-K. 


fine pharmaceuticals for 60 years 


CUTTER LABORATORIES 
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“nursing stations 


in psychiatric units 


study examines funetions performed and facilities needed 


HIS STUDY of the functions of 
stations on psychiatric 
wards formed one part of a larger 
survey of psychiatric services in 
general hospitals undertaken to 
gather information on the kind of 
patients who were admitted, their 
treatment needs and the needs of 
staff in caring for them. Nursing 
stations were studied in connec- 


Dr. Ozarin was assisted in these studies 
by Mrs. Frances Wright, B.A., Washington, 
D.C.; Miss Evaline Beckwith, R.N., Cin- 
cinnati; Mrs. Mary Scott, R.N., Memphis, 
Tenn.; and A. H. Tuma, Ph. D., Washing- 
ton. D.C. 


LUCY D. OZARIN, M.D. 


This article presents a_ systematic 
study of the functions of six nursing 
stations on psychiatric wards in gen- 
eral hospitals and the _ conclusions 
which may be applied to the physical 
design of such areas. Observations are 
also made in regard to location and 
enclosure of the nursing station. 


tion with observations of staff 
activities. 

The observation period covered 
16 hours (6:30 a.m. to 10:30 p.m.) 
beginning’ § before the _ patients 
arose in the morning and contin- 


Table I—General Information 


uing until after they retired. Night 
observations were not carried out 
after a trial showed that little 
activity relevant to the use of 
staff areas occurred during this 
period. 

To focus the study on the rela- 
tionship of function to physical 
facilities, it was decided to record 
the number of entries into the 
nursing station, the staff category 
represented by the person enter- 
ing (doctor, nurse, aide, occupa- 
tional therapist, etc.) and the 


nature of their activity in the nurs- - 


ing station. These data furnished 


Population | Total | Psychiatric Medical School _ Training | 
Hospital of city | Beds | Beds Affiliation Program Research | 
Gl 800,000 | «| 26 | Yes Interns Limited | 
| | | | Psychiatric | 
| | residents | 
| | 
G-2 330,000 | 701 | 59 Yes *Complete . Very Active 
G-3 42,000 160 20 E No None None 
G-4 178,000 396 22 No None None | 
G-7 26,000 483 35 Yes Psychiatric Active 
| residents 
Student 
nurses 
| | Psychologists 
| 
| | “Psychiatric residents, interns, medical students, student nurses, graduate nurses, social workers, psychologists. 
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Now available 


BUFFERIN. 


in a package 


especially designed for the 
modern hospital pharmacy 


BuFFERIN—the better-tolerated 
antacid analgesic—is especially 
valuable for the treatment of 
arthritis and other conditions which 
require high-dosage, long-term 
salicylate therapy. BUFFERIN 
contains no sodium, thus is suitable 
_ for patients on salt-free diets. 


| 1000 TABLETS 
FOR HOSPITAL USE am 


Reprints of articles on the BUFFE RIN 


pharmacology and clinical use NTACID. ANALGESIC id 


of BUFFERIN are available 


MADE IN US.A. 
Camere! 


e@ SAVES SHELF SPACE 


@ SAVES TIME IN 
DISPENSING 


ECONOMICAL 


e IN AMBER 
SPACE-SAVER 
BOTTLES 


Each BUFFERIN tablet combines 


5 grains of aspirin with the 
antacids aluminum glycinate 
and magnesium carbonate. 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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information on the extent of use, 


the type of user and the nature of 


either in the nursing station or 
just outside if full view could be 
maintained through a glass win- 


station required the full time of 
one observer. 
Hospitals selected for study had 


the activity (the function). 


One observer was_ stationed dow. Recording activities in the an active psychiatric ‘treatment 
Table Il—Details of Psychiatric Ward 
Number of | Beds on | Patients on ward | Locked or open 

Hospital wards wards | during survey Dining area ward 

G-1 26 No Locked 

G-2 2 34-25 | 32-25 Yes-No Locked 

G-3 1 20 | 17. Yes Open 

G-4 ] 22 | 25 Yes Locked 

G-7 | 18-17 | No-No Locked 


*Only one ward is included in this phase of the study. 


**Admissions limited during period of resident turnover. 


Table Ill—Details of Nursing Station 


Unencumbered floor 


Hospital Nursing station space (approx. ft.) Location 
G-1 Open | 8x12 Ward entry, center of ward 
G-2 P—Glassed 8x16 _. Ward entry, center of ward 
‘ M—Glassed 8x15 Center of ward 
G-3 Open 7x6 q "Ward entry, overlooks day room, center of ward 
G-4 Glassed 6x13 | Center of Ward, overlooks day room 
G-7 Closed 11x14 | Ward entry, far end of ward 
Table IV——Staffing of Psychiatric Wards 
G-1 : G-2 G-3 G-4 G-7 
Medical | WARD WARD M | | 
Psychiatrists | 1 (for 4 hrs. daily) | 2 2 2 | ] ] 
(full time) | 2 5 — 
Residents | 
Medical Students 7i to 8** | ace | 6 to 
Intern | 4 3 — | — 
Visiting Psychiatrists. 15 to 20 10 to 15H Occasional Occasional ] 
Nursing * | | 
Graduate | 4-1-1 6%,-1-1 2-2-0 2-1 | 3-2-1 | 
Student | — 2-2-1 2-2-1 — | —_ 5-1-1 
Aides, orderlies | 5-3-2 2-2-1 2-2-1 2-1-2 4-3-2 1-1-1 
Ward clerk 1 1 1 Secretary | 
ward 
Social workers — 5 Available + 1 (half time) —_ — 
Psychologist Available + 
Graduate 3 — 2 
Student 6 — — 
Occupational therapist 
Graduate 4+ 1 2+ 
Recreational — A+ 
Volunteers | 2 (for 4 hrs. daily) — 
| | 


Each ward had janitor personnel and dietetic personnel. In none of the five services did nursing personnel perform janitorial tasks. Nurs- 

ing personnel served meals after complete preparation for serving was made by dietetic personnel. 

*Nursing personnel shown for each of three shifts. 
**Medical Students during school year only. 
#To serve two psychiatric wards. 
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--- COLD” STERILIZATION 


WITH THE AMERICAN 


Climaxing more than eight years of intensive 
research and development by American 
Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 
of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 

to install, easy to operate, fast, safe and 

_ fully automatic, the Cry-O-Therm provides 
the first completely practical technique 

for hospital sterilization of heat- or moisture- 


sensitive items. 


tha Exclusive 

new gaseous sterilizing agent known as 
Cry-OXCIDE has been developed by 
Amsco. In convenient, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a low- 
pressure, non-flammable, non- 


explosive mixture. 


Tested and approved by U.S. Bureau 
of Mines for hazardous locations. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


1957, VOL. 31 


Bey 


Square x x 30” chamber 
has ample capacity for largest 
endoscopic instrument. rary 
automatic with full-load cycles 


as fast as two hours. 


Write for bulletin SC-310. 


Offices in 14 Principal Cities 
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program and patient’ turnover. 
With one exception (the hospital 
designated “‘G-7” in the charts) 
they had previously cooperated 
with a case record study of psy- 
chiatric admissions.! The follow- 
ing data were recorded: 

1. General Information 
Table I, page 74). 

2. Details of Psychiatric Ward 
(See Table II, page 76). Hospitals 
G-2 and G-7 each had two wards. 
The wards at Hospital G-2 are 
designated P and M. Only one 


(See 


ward of G-7 is reported here. Ex- 
cept for Hospital G-7, which sep- 
arated patients by sex on separate 
wards, all wards contained both 
male and female patients. 

3. Details of Nursing Station 
(See Table III, page 76). Each of 
the six nursing stations observed 
for the study consisted of one room 
containing writing space, chart 
rack, medication cupboard and 
other cupboard or storage closet. 
The number of chairs, which rarely 


exceeded six, depended on the size 


of the station. The stations in hos- 
pitals G-3 and G-4 had no outside 
window. At G-1, G-4, and G-7, a 
toilet opened off the station. 

4. Staffing of Psychiatric Wards 
(See Table IV, page 76). 

5. Entries into Nursing Station 
(See Table V). Functions not re- 
corded in Table V included entries 
for such purposes as (a) checking 
doctor’s orders, (b) checking lists 
or bulletin board, (c) making 
rounds, (d) washing hands, get- 
ting purse, and other personal 


Table V—Entries into Nursing Station—6:30 a.m. to 10:30 p.m. 


| | Medication* Interchange with 
Chart | | (Preparing, dispensing, or obtaining for 
activities Staff obtaining, cleaning patients 
Total (reading, | interchange | medication, medical (cigarettes, money, 
Entries writing) & telephone equipment) razors, other items) 
G-] 
cc... . | 138 22 98 1] 6 
. 288 54 64 26 
| 182T 27 87 14 22 
608 —100% 103—17% 294—-48 % 89—13% 54— 9% 
G-2 (Ward P) | 
102 | 34 26 4 
13 | 6 | 4 
198 —100% | 91—46% | 69—34% 26—13% 7— 3% 
G-2 (Ward M) | 
231 63 44 29 
32 | 5 11 9 4 
339 —100% | 87—26% 99—29 % 55—16% 35—10% 
G-3 | 
23 12 6 3 — 
142 33 11 59 6 
- 33 16 6 3 | 
203 —100% 61—30% 23—11%** 65—31%+# 7— 3% 
G-4 
10 2 7 — 
ee 106 28 25 25 9 
121 5 | 35 19 
237 —100% 35—14% | 67—28% 44—18 % 34—14% 
G-7 | 
33 117 | 17 
256 102 43 18 
14 1 4 1 
303 —100% 114—37% 78—25% 47—15% 19— 6% 


*The aide’s activity is most often concerned with thermometers or cleaning up. 
# Sixteen of the seventeen patients were receiving tranquilizing or other mood-affecting drugs. 
**This was an open station and communication could be carried on without entering the station. 


tAides include aids and orderlies. 


Percentage figures in table do not include personal activities. 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
“ lasts 4 to 8 hours. 


® 


(glutethimide CIBA) . 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 
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activities, and (e) picking up or 
leaving such items as keys, flash- 
lights, paper, or other supplies. 

The ward clerks at hospitals 
G-1l and G-2 remained at their 
desks for long periods, leaving the 
station only infrequently. The 
ward clerk at Hospital G-3 en- 
tered into a number of: staff and 
patient activities on the ward. 

Other personnel, such as social 
workers, activity therapists and 
laboratory technicians, entered 
the station only a few times dur- 
ing the day. At Hospital G-2, 
activity therapists held twice-daily 
conferences with the nursing staff 
in the nursing station. 


FINDINGS 


Analysis of the activities of six 
nursing stations on_ psychiatric 
wards showed that more than 74 
per cent of the activities fell into 
four categories: 

1. Chart. activities 

2. Staff interchange 

3. Activities concerned with 

medication or medical equip- 
ment 


4. Activities concerned’ with 
comfort and convenience 
items for patients. 


APPLICATION TO PHYSICAL DESIGN 


The nature of the activities of 
nursing stations indicates’ the 
functional—and hence the physi- 
cal—arrangements of the nursing 
station. 

Chart activities require easy 
availability of charts and desk 
space plus some degree of quiet 
for uninterrupted concentration. 
The amount of desk space needed 
depends on the number of staff 
on the ward. 

Staff interchange requires space 
to confer, preferably close to the 
chart area. The size of the space 
should be in keeping with the size 
of the staff. Teaching hospitals 
with training programs for physi- 
cians, nurses, psychologists and 
others will require enough space 
for small and large conferences. If 
the teaching program is sufficiently 
large, a separate conference room 
may be necessary. In nonteaching 
hospitals, conference space is still 


required for psychiatrists, nurses, 
occupational therapists and others 


‘on the staff. 


Even when special provisions 
are made for separate conference 
rooms, the nursing station remains 
the key point for exchange of in- 
formation and for direction of 
treatment. This fact emphasizes 
the need for a station that is large 
enough and designed in such a 
way as to permit this interchange 
without impeding the performance 
of other necessary functions. 

Medication activities require 
medicine cabinets and sink, space 
for preparation and cleaning up 


- and a place private enough to dis- 


courage interruptions and permit 
close attention to the task. A small 
refrigerator is useful for storage 
of drugs requiring refrigeration.* 
If medical equipment is stored in 


the nurses’ station, additional stor- 


age space is required. 


*None of the six nursing stations de- 
scribed here contained a refrigerator, and 
drugs requiring refrigeration were kept in 
the refrigerator in the serving kitchens. 
This required trips into the kitchen, of- 
fered little security in safe- keeping of 
drugs, and mixed food and drugs in the 
same reccptacle. 
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Dr. Charles K. Bush* has sug-- 


gested that medicine cupboards be 
placed beside rather than over the 
sink. Unless the nurse is tall, the 
upper shelves cannot be reached 
by most users. Also, in psychi- 
atric wards, keys are often at- 
tached to a chain fastened to the 


pocket, making it difficult to un-— 


leck a high cupboard. 

Items pertaining to patients’ 
comfort and convenience include 
money, valuables, razors, cigar- 
ettes, candy. Whether they need 
to be or should be stored in the 

nurses’ office may be questioned. 
' Because money and valuables are 
often kept here, a locked cabinet 
is required, the size depending on 
the number of beds on the ward. 

The arrangement suggested by 
Riley? fits the needs -summarized 
here. In addition, he suggests that 
the conference area for doctors 
and nurses be separated from the 
area of other functions and from 
the area for general staff inter- 
change. 


*Chief inspector, Central Inspection 
Board, American Psychiatric Association. 


A nursing station is usually lo- 
cated as close as possible to pa- 
tients in order to save steps and 


time for the staff..In psychiatric 


wards in general hospitals, more 
than 80 per cent of the. patients 
are ambulatory and do not require 
or receive bed care or much physi- 
cal treatment except for electric 
shock therapy. Under such cir- 
cumstances it is desirable that 
nursing stations be placed near 
day areas. If this location is also 
near the entry to the ward, the 
nurse is in a strategic position to 
control traffic-to and from the 
ward. 


ENCLOSURE OF STATIONS 


Nursing stations may be open 
to the corridor or enclosed. Boyle? 
recommends that shatterproof 
glass be used to enclose nursing 
stations in psychiatric wards. 

Hospitals G-1 and G-3 had sta- 
tions open to the corridor. No un- 
toward incidents were either seen 
or heard during the present sur- 
veys. Ward clerks were on duty in 
both these stations for eight hours 


a day. Hospitals G-2 and G-4 had 
glassed-in stations. Patients and 
staff could see each other but could 
not communicate. At Hospital G-7, 
the nursing office was in a room 
off the corridor with a solid door. 
The doors in the enclosed stations 
were all kept locked; a key was 
uséd each time entry was made. 

Present psychiatric theory holds 
that the psychiatrically ill patient 
has difficulties in his interpersonal | 
relationships and in his ability to 
communicate. A major aim of 
treatment is to bring about im- 
provement in these areas through 
meaningful and useful relation- 
ships with staff. The greater the 
contact of patients with staff, the 
greater opportunity for therapeu- 
tic interchange. 

Our observation showed that 
the nature of the nurse’s duties 
required her to spend more time 
in the office and hence less time 
with the patient, whereas the aides 
spent much more time in contact 
with the patients and participated 
in their activities. Table V shows 
clearly that aides were in the 
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nursing station relatively infre- 
quently. Also, the nursing station 
was the only staff room, with the 
exception of the ward kitchen, 
where staff members remained 
for substantial periods. 

Question may be raised con- 
cerning the need for staff privacy 
in discussing patients and their 
care and whether a closed nursing 
station on a psychiatric ward is 
required to maintain a proper de- 
gree of confidentiality. This has 
not been found necessary in gen- 
eral hospital wards where confi- 


dentiality also must be main- 
tained, but where nursing stations 
are open to the corridor. 

Our observations of the two 
open nursing stations did not indi- 
cate that lack of privacy is a prob- 
lem, nor did we see or hear of 
any serious incidents of misuse of 
the nursing station by patients. 
Proper staff supervision of patients 
and locking of cupboards when 
the station’ is unmanned will pre- 
vent such incidents. However, this 
consideration does emphasize the 
need for a large enough nursing 
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The AS-7 Herb-Mueller Ether-Vacuum Unit provides the ultimate 
in dependability for your operati 
properly anesthetized with an even 
and maintains a powerful vacuum up to 25 inches Hg for clearing 
the operative field. Features include: 


® Explosion-proof 1/6 hp G.E. motor and twin pumps, noiseless 


ng room. It keeps the patient 


® Exclusive Mueller Re-Circulating Oil System minimizes pump 


Eye-level panel for convenient use of gauges and controls. 
Quart and gallon suction bottles with quick-change tops. 
Ether bottle, refillable without removing. 

Pyrex ether warmer and ether filter. 


Reinforced steel cabinet mounted on 4” conductive casters. 
Stainless steel top and gray hammerloid enamel finish are 
ether-proof and stain-resistant. Overall cabinet height is 47”, 
requires a space 29” wide 15” deep. 


® Operates on standard 115-volt, 60 cycles AC. 
AS-7 Herb-Mueller Ether-Vacuum Unit .......... .Each $595.00 


WELLER & CO. 


330 South Honore Street 


w of controlled ether vapor, 


Dallas * Houston * Los Angeles * Rochester, Minn. 


station of a design that will also 
permit private staff conversations. 

It is not within the province of 
this paper to discuss the nurse’s 
duties on a psychiatric ward but 
it was evident from our observa- 
tions that a wall, be it of glass 
or wood, is a barrier between 
nurse and patient. The following 
incident gives weight to this ob- 
servation: 

An observer watching a glassed- 
in nursing station noted a young 
schizophrenic patient leaning 
against the glass. He stayed there 
for more than an hour, his occa- 
sional audible comments indicating 
his need to discuss an urgent 
problem, but was unable to direct- 
ly approach a staff member. At 
the same time, no staff member 
approached him or stopped to ask 
why he remained at the nurses’ 
station. Finally, in desperation, he 
turned to the observer and dis- 
closed his problem, asking advice. 
as to what he should do. 

This survey of six psychiatric 
wards in five general hospitals 
showed that more than 74 per cent 
of the functions of nursing stations 
in these wards were in _ four 
major areas: 

(1) Charting activities, (2) ac- 
tivities involving interchange be- 
tween staff, (3) activities involv- 
ing medications and _ medical 
equipment, and (4) activities in- 
volving the storage of patient 
valuables and comfort items. 

The physical design of nursing 
stations should make distinct and 
adequate provision for perform- 
ance of these functions in keeping 
with the number of patients and 
staff members assigned to the 
ward. 
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hazy supply policies 


ti 


can cloud the housekeeping picture | 


by A. G. VETTER 


to QUESTIONS must be an- 
swered before supplies can be 
ordered intelligently: 

1. What is on hand—how much, 
and how much is it worth? 

2. How much is needed until the 
next order goes in? Only what is 
needed within a specific period 
should be ordered. 

3. What is the cost of each 
periodic order? Supply cost fig- 
ures for given periods—weekly, 
monthly, and yearly—should be on 
hand. 

The answers to these questions, 
when put together and applied, 
add up to information that forms 
the basis for good management of 
supplies. Without basic informa- 
tion, it is difficult to analyze the 
past or plan for the future. Often 
the bare figures themselves point 
out situations and suggest answers 
not found in close observation of 
an operation. A good collection of 
basic supply data will: 

@ Lend support to opinions and 
change opinions into facts. This in 
itself is a valuable contribution 
to good management. 

@® Provide facts that will refute 
some less sound opinions and pro- 
vide new facts to work with. 

@ Serve both as an assurance 
that supply costs are under control 
or as a warning that something is 


A. G. Vetter is a supply specialist in the 
Supply Management Service, Office of the 
assistant administrator for administration, 
Veterans Administration. The opinions ex- 
pressed are those of the author and do 
not necessarily reflect the official position 
of the Veterans Administration. 
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Because the cost of supplies can 
amount to 10 per cent of the cost of 
the total housekeeping operation, the 
author states, the housekeeper must 
have complete information on supply 
costs and rates of use in order to “stay 
on top of her job”. How a well kept 
storeroom contributes to good house- 
keeping management is also explained. 


out of line and needs investigation. 
Because she knows all the facts 
about her operation, the house- 
keeper can answer any criticisms 
intelligently. 

To return to the three basic 
questions, it might be helpful to 
explain in more detail why the 
answers are valuable. 


KNOW WHAT IS ON HAND 


Sometimes a housekeeping op- 
eration is so spread out that the 
supplies in any one location seem 
so small that it does not seem 
worthwhile to count what is on 
hand before ordering. But when 
supplies are stored in storerooms 
and in janitor closets in several 
buildings, the quantities in each 
place add up to a considerable 
amount. 

Lack of an accurate inventory 
of supplies on hand deprives the 
housekeeper of a whole body of 
information. 

Without an inventory she has 
no accurate figure of how many 
days’ supply of each item is on 
hand. She does not know if sup- 
plies will last until new supplies 


are received or if she will run out 
at a time when the supply de- 
partment is closed. She can bor- 
row enough to get by, but a great 
deal of lost motion and inconven- 
ience is involved. In addition, fre- 
quent emergency orders for sup- 
plies may severely strain relations 
between the _ housekeeping and 
supplies department. 

Without an inventory, the house-. 
keeper has no idea of how many 
dollars are tied up in the supply 
pipeline and therefore exposes 
herself to pilferage, waste, and 
deterioration. The dollar value of 
the inventory may be enough to 
make a change worthwhile, but 
the housekeeper will not know 
this if she doesn’t have the figures. 
Another use for dollar informa- 
tion is in planning to take over a 
new area (building, ward, or ac- 
tivity). The housekeeper may be 
asked for an estimate of the money 
required to get this area into op- 
eration. Part of the estimate will 
be based on the cost of the supply 
pipeline and whatever reserve is 
required. 

Without an inventory, the house- 
keeper does not have the basic 
information for good ordering. 
The previous inventory, plus what 
is received and minus what is left, 
equals the amount used. This in- 
formation forms the basis of the 
new order. 


KNOW WHAT IS NEEDED 


Determining the amount of sup- 
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plies to order is based on (a) past 
consumption figures, (b) amount 
on hand, and (c) personal knowl- 
edge of any changes that have oc- 
curred or that are soon to take 
place. 

At Veterans Administration hos- 
pitals each ordering department, 
in conjunction with the hospital 


supply division, determines what - 


is called a consumer level. It is 
a quantitative figure for each item 
representing the amount of an 
item used between periodic re- 
ceipts of supplies (i.e., weekly or 
monthly). It takes into account 
the lag time between the inven- 
tory and the receipt of supplies. 
For example, if orders are sub- 
mitted weekly and it takes two 
days to get delivery after the or- 
der is made, the consumer level for 
an item would be the quantity 
used in nine days. The amount to 
order is the level minus the amount 
on hand. By the time supplies are 
received, those on hand _ should 
have been used, leaving the right 
amount of supplies needed until 
the next order is received. 

The value of this procedure is 
that much of the guesswork is 
taken out of the business of order- 
ing supplies, and the ordering 
process is made easier and more 
accurate. 


Systematic ordering has another . 


value: Housekeeping trainees can 
be taught how to order in a much 
shorter time. Without a system 
and basic figures, ordering must 
be done’ by someone with the 
knowledge that comes only from 
long experience. 

One of the more obvious rea- 
sons for knowing how much of a 
-supply item is needed is to prevent 
accumulation of excess supplies. 
Tying up money in unnecessary 
amounts of inventory is poor bus- 
iness. 

A less obvious but equally im- 
portant aspect of ordering proper 
amounts of supplies is having the 
cost of supplies show up in the 
period in which they were used. 
It isn’t enough to say that what 
is not used this month will be 
used next month or the month 
after. The housekeeping depart- 
ment is charged with the cost of 
the supplies at the time they are 
received. Unnecessary fluctuations 
in the cost of supplies per month 
make it difficult to analyze the 
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past or predict the future. Such 
fluctuations may hide significant 
trends in the use of an item. 


KNOW WHAT YOU SPEND 


The cost of supplies can amount 
to 10 per cent of the entire cost 
of housekeeping. The housekeeper 
cannot be “on top of her job’ if 
10 per cent of her total costs are 
not known. Without this knowl- 
edge she cannot compare last 
year’s costs to this year’s, or de- 
termine whether supply costs: are 
out of line. These figures are essen- 
tial for projecting budget figures. 

Here is the system one hospital 
uses for determining these costs: 

Twice a year the chief of the 
housekeeping division conducts a 
study of the quantities of cleaning 
materials used in each cleaning 
area. This study is based on the 
consumption of cleaning materials 
and supplies for a full month of 


_ operation and provides a basis for 


computing future needs and for 
making comparisons of usage 
among areas. These test checks, 
while they provide needed infor- 
mation on the usage of cleaning 
materials and supplies, at first did 
not take into consideration the 


’ man-hours expended in each area 


or provide a basis for total clean- 
ing cost comparisons. It was sug- 
gested that comparative studies 
could be made of both material 
consumption and manpower util- 
ization. This suggestion was adopt- 
ed and placed in effect. 

Armed with cost figures on every 
phase of the housekeeping opera- 
tion, the housekeeper is in a posi- 
tion to make a positive contribu- 
tion to administrative planning. 


GOOD STOREROOM MANAGEMENT 


Good ordering procedures are 
not possible without good store- 
room management. If inventory is 
to be taken before orders are 
written, it is important to be able 
to take it quickly and easily. 
Therefore, supplies must be easily 
accessible and neatly arranged. 
Taking inventory is a formidable 
job if the inventory taker must 


climb over obstacles to get to an 


item—and then have to straighten 
out a jumbled pile before he can 
count it. 

The old saying, “A place for 
everything and everything in its 
place,” is especially applicable to 


the housekeeping supply room. A 
“place for everything’ should 
mean some kind of shelf, rack or 
platform—not the floor. Supplies 
placed on the floor get in front of 
other things and hide them. Then, 
too, they are subject to damage. 
Trucks bump into them, bottles 
of liquid are broken, or perhaps 
a pipe leaks and floods the store- 
room. Good housekeeping should 


be practiced in the storeroom not 


just for appearance—although that 
is important, too—but to save 
space, make inventory-taking eas- 
ier, and to protect the supplies. 

Supplies should be left in their 
origina! cases whenever possible. 
Cartons should be placed on a shelf 
and one side opened for withdraw- 
ing the contents. Only one case of 
an item should be opened at a 
time. Leaving supplies in their - 
cartons not only eliminates the 
extra task of unloading the car- 
tons but also gives the storeroom 
a neater look and makes inventory- 
taking easier, since there are fewer 
units to count. In larger store- 
rooms, shelf labels may be needed 
to identify the items for inventory 
takers. If there are 40 or 50 differ- 
ent items, some of them quite sim- 
ilar, mistakes in identification are 
easily made. 


HELPING THE PURCHASING AGENT 


When housekeeping supply or- 
ders reflect accurately what is 
used, the purchasing agent is given 
an accurate picture of what he 
needs to buy and keep on hand. 
Widely fluctuating demands make 
it difficult to plan purchasing ef- 
fectively. The purchasing agent’s 
orders to suppliers can reflect ac- 
tual needs only to the extent that 
requisitions he _ receives reflect 

The purchasing agent should be 
informed of changes in require- 
ments for housekeeping supplies 
as soon as they are known. Other- 
wise, he may be burdened with 
supplies no longer used or he may 
underestimate the need for an item 
that is being used increasingly. 

The ordering and storing of sup- 
plies is not the most important 
part of a housekeeper’s work, of 
course, but just as the other aspects 
receive her professional attention, 
so must her attention to this as- 
pect be professional—not slip- 
shod. 
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imagination and common sense 2 


pave the way for this 


ys 


three-step program 


for scientific product evaluation 


search and evaluation pre- 
sents the hospital purchasing agent 
with a creative role which can 
be fascinating to him, stimulating 
to other key personnel, and vitally 
important to the hospital. 

This function rates, and fre- 
quently receives, considerable time 
and effort for intelligent study. 
The following conditions must 
prevail, however, if the function 
is to be fully effective: 

@® The organization must be ori- 
ented to new ideas. 

® Follow-up by the purchasing 
agent is essential. 

@® The evaluation process should 
be thorough, scientific and for- 
mally organized with considered 
conclusions recorded by all con- 
cerned. 

Product research and evaluation 
require a climate conducive to 
their existence. Fundamental to 
this climate is a philosophy that 
everything we buy, be it a supply 
or capital item, is a means to an 
end—patient care, in the case of 


Ree for product re- 


hospitals. Second, there must be 


the general recognition that any 
job can be done in more than one 
way; and further, that the tradi- 


Franklin D. Carr is administrator of 
Detroit (Mich.) Memorial Hospital and 
chairman of the American Hospital Asso- 
ciation Committee on Purchasing, Simpli- 
fication and Standardization. 


by FRANKLIN D. CARR 


tional way is not necessarily the 
best possible way. Third, there 
must be general receptivity to new 
ideas. If these prerequisites do not 
exist, it is necessary for the pur- 
chasing agent and the administra- 
tor to create them before signifi- 
cant progress can be made. This, 
in itself, is a challenging and ab- 
sorbing project. 


DEFINING OBJECTIVES 


Desirable objectives for the 
product research and evaluation 
program should be formulated and 
clearly stated. One set of these 
objectives should express. the 


broad-scale view. For example, 


such an objective could be to shift 
the entire organization from rou- 
tine methodology and _ product 
usage to functional methods and 
products, making full use of all 
available new products. A second 
step (and a most interesting one) 
could be to create new products 


to suit new technology, or to work 


with others toward that end. 
These broad objectives can also 
be stated in other terms. For ex- 
ample, the chief object could be 
improvement in one or more 
phases of patient care. Another 
objective could be the maximum 
use of personnel time; if so, a sec- 
ondary consideration would be the 
use of the time so saved—reduc- 


tion in payroll or increase in 
hours of care, or some distribution 
of both. 


RECOGNIZING POSSIBILITIES 


Recognition of the possibilities 


of new products is, in turn, de- 


pendent on several factors. Fore- 
most is understanding of the job 
to be performed, in functional 
terms. Knowledge of present prod- 
ucts and procedures is also essen-— 
tial, and general understanding of 
their evolution is helpful.* 

‘Other factors are imagination 
seasoned with a little experience 
and common sense and sources of 
information on new products. 

Recognition of a need for new 
products is readily developed in 
any hospital by frank committee 
discussions of operating problems. 
A standards committee,.- methods 
committee or an administrative 


committee for operating problems 


are good vehicles for developing 
the need as well as possibilities 
for application. Such committees 
can, with authority to act, arrange 
for the evaluation of new products 
and development of new pro- 
cedures for their use. 

Evaluation of the product by 


*Tracking down this information is an 
important part of the education of any 
purchasing agent. In the process of assist- 
ing him, department heads and super- 
visors keep up to date on _ unofficial 
changes and adaptation in procedures in 
their own departments. 
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| ALL-GAUZE 
RAY OPAQUE INSERT 


Bisesas sponges are soft and pliable—absorbent and 
non-abrasive throughout—no hard or harsh corners. 
Meticulously made, economical. 


All edges are carefully, neatly folded inside; no loose threads can 
escape. Carolina sponges are uniform and dependable. 


Monofilament X-ray opaque string makes good clear pattern on plates 
from any angle. Meets hospital standards for safety, ease of use. 


For greater economy outside the operating room, substitute Carolina 
cotton-filled sponges for all-gauze. The thin even layer of combed 
cotton is very absorbent. Convenient for pressure dressings as well as 
post-operative dressings and general wound care. 


Write for samples, prices, complete information . . . 


Carolina Absorbent Cotton Company 


P.0. BOX 2176 - CHARLOTTE 1, N. C. 


manufactured where grown 


CAROLINA— 


“” 
oS FOR ALL YOUR COTTON AND TEXTILE NEEDS! 


‘COMPARISON OF ALL-GADIE”™ 
ANG COTTON-FICLER SPORES 
OPENED ONE. FOLD: 


3 
ALL-GAUZE 
: 
Fs 
“af 
¥ 
hs, 
AROLA 
“Sat 
¥ ay 
4 


= 


BATHMATS 
BASSINET LINERS 
pods 
padding 
BEDSPREADS 


BLANKETS 
Bath 
Crib 
Ether 

CURTAINS 


curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 


white and colored 
PILLOWS 
PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 


SHEETS 


BED 
CRIB 
bleached 
unbleached 
percale 
contour 
SHEETING 
bleached 
unbleached 
jade green 
TAPE 
TABLE LINENS 
tablecloths 
napkins 
tray covers 
TICKING 
TOWELS 
terry 
huck 
absorbent 
kitchen 
name woven 
TOWELING 
UTILITY FABRICS 
drill 
twill 
duck 
WASH CLOTHS 


for All Hospital Textiles .. . 


Whatever your needs—from a wash cloth to a-bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
* our business. 
More important, Carolina has in stock a complete selection of 
gredes—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and vour budget! 
A Carolina representative will be glad to show you samples, help 
you in any possible way. 
Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker’s own name. 


Carolina Absorbent Cotton Co. | 


(Division of Barnhardt Mfg. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 
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TO: Mr. Carr 
FROM: Bauley 
DATE: May 7, 1957 


in each space wherever applicable) 


PRESENT STANDARD ITEM 


DETROIT MEMORIAL HOSPITAL 
EVALUATION CHECK LIST 
—QOn Item for Purchase — 


Versus 


FINAL ACTION 


Approved? | 
Comment_$¥4 


A COMPARISON 


(Use left column for data on present item, right column for proposed item, fill in pertinent comparative data 


PROPOSED ITEM 


1. Specification No. OR 


2. ITEM Mobile food service using dry 
NOW USED _ 1ce as refrigerant 


ABC Co. 


MFGR. 


MFGER. _ 


Mobile food service with 


NEW ITEM mechanical refrigeration 


ABC Co. 


A. FUNCTIONAL DATA: 


1. Purpose for which used: | 
a. Patient meal carrier 


b. Provide cooling effect to keep 
heat from melting & wilting food. 


a. Patient meal carrier 
b. Same 


2. Physical characteristics, (weight, size, strength, et 


Dry ice purchased in cakes or slabs 


Mechanical refrigeration unit 


3. Personnel time required in normal usage: 


1 Hr. a day @ $1.09/nr. 


preparing the units. 


year cost - $397.85 ~ None 
4. Personnel instruction required in normal usage: 
A procedure somewhat involved. ‘Must be 
followed in obtaining from storage and Minimum 


Yearly material: Wax paper - $ 102.20 


5. Maintenance costs in terms of material and labot: 


None 


Dry ice = 3,376.36 Unknown =- estimated: $30 per unit 
| Labor - 397 per year 
6. Breakage or failure frequency: | 


Unknown = no estimate possible 


7. Service (average): 


Daily replacement 


10 years minimm 


means of tests is a most important 


undertaking. If progress is to be. 


made, tests must be carried out 
with an open-minded scientific 
approach. Further, favorable and 
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fig. 1—evaluation check list (Continued on page 92) 


unfavorable aspects of perform- 
ance must be recorded for analy- 
sis and decision as to whether to 
adopt or to reject; or to modify 
procedure and retest. 


To provide for such an evalua- 
tion, the writer developed the ac- 
companying evaluation c 
several years ago (See fig. 1, akove, 
and fig. 2, page 92). It has sub- 


/ | 
| 
| 
| 
| 
| 
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New % Sofety Sides. Fully protect the restless patient, 

SEE This Month's yet allow him to leave bed at foot if necessary. Dura- 
American Bulletin ble chrome construction. Telescopic sides fold up and 

For NEW PRODUCTS and swing out of woy when not in vse. Quickly attached 
IT’S ON ITS WAY 


TO YOU NOW! 


Suppliers of more than 15 ,000 products, hospital-proved for quality, efficiency and economy 
CHICAGO NEW YORK ATLANTA DALLAS SAN FRANCISCO 
HOSPITALS, J.A.H.A. 
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safety, comfort, and privacy 


for your patients. ..TOMAC! 


The TOMAC products illustrated here are the successful result of 
careful research into your needs and your methods. Because of their 
superior performance under hospital working conditions, you can be 


assured that they will ease the work of your hospital personnel and 


bring greater comfort to your patients. 

These four exclusive TOMAC products—% Safety Sides, Full 
Length Safety Sides, Cubicle Curtain, and Wall Lamp—all telescope 
and fold easily out of the way—all fulfill their functions with 


greater efficiency than any other similar products in the field. 


Because of their proven superiority, they bear the TOMAC symbol— 


the symbol which is always your guarantee of unexcelled quality, 


service, and economy! 


Full Length Safety Sides. like the % Safety 
Sides at left, they're lightweight and easy to 
handle, yet ruggedly built for years of hard 


use. Can be fitted to all standard beds. Easily 


telescoped and folded back. 


GENERAL OFFICES: EVANSTON, ILLINOIS 


Telescopic Cubicle Curtain. Curtain swings away 
from bed for patient examination. Spring hinge 
eliminates damage due to accidental pulling. 
Can be telescoped to '/3 its length and folded 
against wall. In 5 pastel colors. 


~ 


The PERFECT Wall Lamp. Ideal for reading and 


‘spotlight examination. Complete freedom of 


movement — shade can be rotated — arm is 
telescopic and also swivels at wall mount. 
Heat-proof lamp head is always cool, 


WASHINGTON « MINNEAPOLIS ¢« KANSAS CITY « LOS ANGELES « COLUMBUS 
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8. Abnormalities in usage (i.e., extravagant or improper use or hoarding): 


Dry ice could be wasted None 


9. Unsatisfactory secondary features: (i.e., noise, sofety hazards, etc.): 
Possibilities of frostbite if not 


handled right. None 
10. Secondary use possibilities: 
None None 
11. Amount needed for future requirements, per month or year (state which): 
$3, 376.36 worth of dry ice per year 13 units to be reworked 
" labor Total cost = $4,004.00 


102.20 " “wax paper "(Total $3,876.41) 
12. Are further changes needed in this item for better operating efficiency? 


a. in item specifications a. in item specifications 
None None 
7 b. in methods of use b. in methods of use 
None None 
] i luation. 
| 13. Over-all functional evaluation Me tn 
| Costly and time consuming but does with a proper procedure outline should 
provide the end result provide excellent end results at mini- 
mum operating expense, 
7 PRESENT ITEM | PROPOSED ITEM 
7 B. PRICE & AVAILABILITY DATE ABC Co. | 
SOURCE_D & F Chemical Co, = dry ice Machanical refrigeration unit 
ADDRESS 
a SHIPPING POINT 
F.O.B. POINT 
CASH TERMS 
| TRADE DISCOUNT See item 1] None 
NET DEL'D PRICE__" per $308 .00 per . 


AVAILABILITY As needed 1 per month 


C. EVALUATION SUMMARY OF PROPOSED ITEM 
1. Can (or does) this product improve quality of patient care? Yes 
If yes, in what departments? Dietary 
2. Can (or does) it reduce time, labor or other elements of cost of care? 
If yes, in what departments? Dietary 


3. Recommended for purchase? Yes 
4. Reasons: Elimination of a duily task, having work hazard - removal of ice 


chest storage container to gain more space - modernize, modify and put in 
first class operating condition the Meals-—On-Wheels carts. 


Yes 


Sign 


C. Bauley, P.A. 


fig. 2—evaluation check list (Continued from page 89) 


sequently been used in the organ- conclusion. It requires the person written report is necessary for in- 
izations with which he has been doing the testing to use some ob- telligent recommendation and de- 
associated and is presented here jective analysis, comparing old cision by the department head, 
as a valuable tool for bringing products with the new ones in purchasing agent and administra- 
product research to a considered the same application. Some such tor. : s 
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First line of defense against danger and wear. . . 


MOSAIC CERAMIC TILE PROTECTS WRIGHT-PATTERSON 


EXTREMELY LOW MAINTENANCE COST 
for the life of the building results wherever ceramic 
tile is used. In many key areas of the Wright- 
Patterson Hospital, colorful permanent Mosaic 
Ceramic Tile is wisely used. Diet Kitchen — Floor: 
Mosaic unglazed ceramic mosaics, Pattern 2283; 
Walls: 414," x 4'4," Mosaic Glazed Wall Tile. 


THROUGHOUT ANESTHETIZING AREAS 

Mosaic Electrically-Conductive Fioor Tile assures 
protection from explosion hazard. It is both pre- 
tested and factory warranted. Scrub-up Room — 
Floor: Mosaic impervious Electrically-Conductive 
Ceramic Mosaic Floor Tile, Pattern 1778-A3; Walls: 
x Mosaic Glazed Tile. 


THE ONE MOST IMPORTANT 
HOSPITAL BUILDING MATERIAL 
is the ceramic floor tile that provides 
permanently built-in safety for all 
operating and anesthetizing areas. 
Mosaic Impervious Electrically- 
Conductive Ceramic Mosaic Floor 
Tile is the unquestioned first choice 
among all floor materials for sur- 
gical suites. This one tile provides 
proper electrical conductivity, sure 
sanitation and absolute perma- 
nence. Operating Room — Floor: 
Mosaic Impervious Electrically- 
Conductive Ceramic Mosaic Floor 
Tile, Pattern 1778-A3; Wallis: 4'/,” 
x 4'\4," Mosaic Glazed Wall Tile. 


AIR FORCE HOSPITAL 


MOSAIC 


THE MOSAIC TILE COMPANY 


America’s largest ceramic tile manufacturer: 
General Offices: Zanesville, Ohio. 
Member—Tile Council of America, Inc. 

and The Producers’ Council, Inc. 
Showrooms, Warehouses and Factories from 
Coast to Coast. 


For free estimates on 
Mosaic Tile, see the 
yellow pages for your 
Tile Contractor, Ceramic 


— 
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U.S.A.F. HOSPITAL, WRIGHT-PATTERSON AIR FORCE BASE, DAYTON, OHIO, ARCHITECTS: U.S.CORPS OF ARMY ENGINEERS. TILE CONTRACTOR: WEIFFENBACH MARBLE AND TILE CO. 
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Fe ULTIMATE 
EKG SERVICE... 


DIRECT-WRITING 
ELECTROCARDIOGRAPH 


ONLY offers all 


these outstanding features: 
Clinical Accuracy . . . 10 Sec- 
ond Paper Loading .. . Life- 
time-guaranteed Standardiza- 
tion Cell . . . Automatic Con- 
trols . .. Complete Portability 
. Paper Compartment Light 
. Solid Mahogany Cabinet... 


Realistically Priced at only $595 


See for yourself why Cardi-all 
is a preferred diagnostic aid 
among thousands of hospitals 
and doctors. 

Ask for a demonstration . . . 


Mail the Coupon Today! 


BECK-LEE CORP. 
630 W. Jackson Bivd., Chicago 6, U.S.A. 


Please send full details on the 
new Cardi-all, and name of the 
nearest Cardi-all dealer 


Name 
Address 
City 


State 


H-1057 
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Hip exerciser (20B-1) 
Manufacturer's description: This hip 
exercising apparatus can be at- 


tached to any bed of standard di- 


mensions. The upper unit is -sepa- 


rate from the main upright and is 
mounted to the main upright with . 
roller bearings to give frictionless 
movements. To provide the neces- 
sary lift to suspend the leg, the 
upper unit is spring-loaded. When 
the leg is in suspension, effortless 
movement is possible in all di- 
rections with practically no re- 


sistance, flexion, adduction and 
abduction. Gilbert Hyde Chick 
Co., Dept. H, 5 Broadway, East 


Paterson, N.J. 


Weighing stretcher (20B-2) 

This weigh- 
ing stretcher has been developed 
to fulfill a specific need for such a 


Manufacturer's description: 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


unit in cases where patients are 
hospitalized for specific types of 
illnesses and where daily body 
weights provide important infor- 
mation concerning the patient’s 
state of hydration. The scale, 
mounted to the under-chassis by 


a carefully engineered frame, is 
calibrated to insure highest pos- 
sible commercial accuracy. Weights 
can be measured in pounds, in 2- 
oz. gradations, to a total capacity 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 


18 E. Division St., Chicago 10, Ill. 


_Hip exerciser (20B-1) 

Weighing stretcher (20B-2) 
control valve (20B-3) 

dolly (20B-4) 

Plastic-packaged sutures (20B-5) 

covers (20B-6) 

Junior vacuum cleaner (20B-7) 

Butter packaging machine (20B-8) 

Portable vacuum mop (20B-9) 


PRODUCT 


_____Food service units (20BL-1) 
______Adjustable steel shelving (20BL-2) 
Individual room air conditioners 
(2O0BL-3) 

fixtures (20BL-4) 


NAME and TITLE 


PRODUCT NEWS 


surgical 
stand (20B-10) 
_._ Albumin reagent strips (20B-11) 
__ Colored aluminum paints (20B-12) 
adhesive elastic bandage 
(20B-13) 
Portable cardio-encephalograph 
(20B-14) 
_._Chrome names (20B-15) 


and treatment 


LITERATURE 


Prenatal care (20BL-5) 
Stainless steel O.R. equipment 
(20BL-6) 

Office furniture (2OBL-7) 


HOSPITAL 


ADDRESS 


(Please type or print in pencil) 


HOSPITALS, J.A.H.A. 
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of 300 Ibs., or in kilos, in 50-gm. 
gradations, to a total capacity of 
150 kg. Jarvis & Jarvis, Inc., Dept. 
H, Palmer, Mass. 


Flow control valve (20B-3) 
Manufacturer's description: These control 
valves are an inexpensive yet care- 
fully designed 
answer the 
problem of 
maintaining 
constant flow. A 
brass housing 
contains a flex- 
ible orifice. This 
orifice is de- 
signed to open 
wider under 
low pressure and become narrower 
under high pressure. Thus, a valve 
designed to deliver 2.6 gallons per 
minute will deliver that. amount 
regardless of whether the pressure 
is high or low. The valves have no 
moving parts, are self-cleaning, 
and cannot wiredraw. The Dole 
Valve Co., Plumbing & Heating 
Division, Dept. H, ~1933 Carroll 
Ave., Chicago 12, Ill. 


Wheel-A-Chair dolly (20B-4) 
Manufacturer's description: A low-priced, 
- sturdy, easily pushed wheel chair 
can be assem- 
bled with fold- 
ing metal chair 
and new 
‘*Wheel-A- 
Chair’’ dolly. 
Chair can be 
removed. Illus- 
trated model is 
adjustable from 
17 to 22 inches square to fit any 
tubular steel folding chair. Ball- 
bearing, 3-inch casters are re- 
placeable. Footrests fold back 
against chair when not in use. 
Legs of chair lock into dolly auto- 
matically. Nonadjustable dollies 
and special purpose combinations 
also available. Price of illustrated 
unit is $26.75 complete. Southern 
Stamped Products Co., Inc., Dept. 
H, 309 Golf Ave., Jackson, Mich. 


Plastic-packaged sutures (20B-5) 
Manufacturer's description: In addition 


to removing the hazards of glass - 


from the operating room, this new 
plastic-packaged suture pack has 
all of the virtues of glass with none 
of its disadvantages. No change in 
the sterility technique of sutures 
is necessary. Nurses use the same 
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hours of 
unpleasant work 


every day and cuts costs because 


“PRG PANT” STOPS 


bed and garment soiling by incon- 


tinent patients. 


Features— © one piece—simple to put on and remove. @ poly- 

ethylene plastic outside, Sanforized cotton flannel inner-lined, designed 

to hold removable, disposable pad. © stainless steel snaps—no slip 

or sag. @ elasticized at waist and thigh for no-seep fit, yet won’t inter- 

fere with circulation AND garment is COMPLETELY washable, 

boilable and bleachable. 


“PRO-PANT” is excellent for senility, post-operative, maternity 
and congenital cases. Complete range of waist sizes for men, 
women and children. Model for mental patients has flannel 
inside and out oVer plastic. 


Note: Another model with snap-in, washable San- 
forized cotton flannel pad (3 ply) for out-patient use 
is available through surgical supply and drug stores. 


@ MEINECKE & COMPANY, INC. 


1 @ REHABILITATION PRODUCTS 
Distributed by: (Division of American Hospital Supply Corp.) 


® WILL ROSS, INC. 


Manufactured by: MURRAY SALK, INC., Boston, Mass. 
NATIONAL SALES AGENT 


Literature on request to 
DEPT. H-10 

141 EAST 44th STREET 

NEW YORK 17, N. Y. 
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sterilizing 
hyde. The pack requires no special 


technique in cutting or handling. 
After a straight-across cut, the 


pack is simply inverted. The su- 
ture then slides out freely without 
help from fingers or forceps. J. A. 
Deknatel & Son., Inc., Dept. H, 
96-20 222nd St., Queens Village 
eo, MY. 


solution — formalde- 


Nesting covers (20B-6) 

Manufacturer's description: Zoia- Banque- 
tier covers (made with 18-8 stain- 
less steel mirror type 302), nesting 
and stacking type, fit coffee and 
bouillon cups, vegetable and fruit 
dishes and soup bowls. These items 
are made to fit all size wares. They 
are also available with a stainless 


96 


THOUSANDS PRAISE 
Foe SIMPLICITY, 


THOROUGHNESS 


Cheah. 


SIMPLE, 


FOOLPROOF 
OPEN END 


WASHERS 
CHOICE OF 28 FORMULAE 


COMPLETELY PLUMBED AND o— 


WASHENE 


SINGLE POINT ADJUSTMENT 
Today serving thousands of 
industries who do their own 
laundry; as well as commer- 
cial laundry and cleaning 
establishments. Offered in 
choice of 25, 50, 75, and 
100 Ib. capacities — cabi- 
net or pedestal models. Full 
details without obligation. 


cooK 


FOLDER 


COOK MACHINERY CO., Inc., 4122-N Commerce St. 


Dallas 26, Texas 
Piease send descriptive literature on COOK 
WASHETTES. 


i 
Name of Company i 
! 


Signed | Title MACHINERY Cco., INC. 
Address DALLAS, TEXAS 
i d Zone State 
ore Phone TAylor 6-4158 
Type of Business 


steel knob on top. Zoia Banquetier 
Co., Inc., Dept. H, 2532 Carnegie 
Ave., Cleveland 15, Ohio. 


Junior vacuum cleaner (20B-7) 
Manufacturer's description: Tricycle 
mounting provides greater mobil- 
ity and easier handling for new 
junior vacuum 
cleaner. The 
new unit weighs 
only 34 pounds. 
It provides suc- 
tion, air veloc- 
ity and perfor- 
mance of many 
larger ma- 
chines, at the 
same time of- 
fering the 
quietness, mobility, easy oper- 
ation and economy of the small 
home-type cleaners. Tricycle-type 
rolling gear and convenient tubu- 
lar handle make it easy to manage 
either on the level or going up and 
down stairs. Power unit lifts off, 
permitting easy removal of dirt 
tank. Rust proof tank holds 2/3 
bushel of dry dirt or five gallons 
of water. The Kent Co., Dept. H, 
732 Canal St., Rome, N. Y. 


Butter Packaging machine 
(20B-8) 

Manufacturer's description: This machine 
takes bulk butter, either directly 
from the churn or after it has been 
set up in prints, forms the butter 


into butter patties, individually 
wraps each patty in cellophane 
and boxes approximately 2% 
pounds of the individually wrapped 
patties in serving trays. The rate 
of production is between 600 and 
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1000 lbs. per hour. The machine 


weighs under 4000 lbs., is 32 in. — 


wide, 64 in. high, and approxi- 
mately 10 ft. long. It requires a 
crew of three for most efficient 
operation. Butter-Pak, Inc., Dept. 
H, 3245. Laramie St., Denver 5, 
Colo. 


Portable vacuum mop (20B-9). 
Manufacturer's description: Designed 
specifically for efficiently dry 
Cleaning patient 
model power | at 

mop is remark- , 
ably quiet, ac- 
cording to’ the 
manufacturer. 
Illustrated mod- 
el weighs. only 
10 lbs. Straps 
are balanced to distribute weight 
and thus minimize operator fa- 
tigue. Krako Division of Toledo, 
Dept. H,, 3128 Bellevue Road, To- 
ledo, Ohio. . 


All-purpose surgical and treatment 
stand (20B-10) 
Manufacturer's description: This multi- 
purpose 
Stand eliminates 
the need for 
such equipment 
-as solution 
stands, instru- 
ment tables, 
Mayo stands, 
leg rests, plaster 
and casting 
basin stands and can be wheeled 
to the patient’s bedside. Two dif- 
ferent sized curved rests de- 
signed to support an arm, leg, 
or head in any desired position are 
removable and_ interchangeable, 
. fitting into slots on any of the four 
sides of the stand. The rests are 
capable of more than 50 different 
combinations of positions. The 
stand is made of highly polished, 
noncorrosive, fully conductive 
stainless steel and aluminum al- 
loys, and all parts can be auto- 
claved. Wilson Mfg. Co., Dept. H, 
Columbus, Ga. 


Albumin reagent strips (20B-11) 

Manufacturer's description: These re- 
agent strips indicate the presence 
of albumin in urine by an im- 
mediate color reaction. The in- 
tensity of the color reaction is in 
proportion to the amount of pro- 
tein present and a handy color 
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Colored aluminum paints 
(20B-12) 

Manufacturer's description: A complete 
line of colored aluminum paints 
and aluminum asphalt roof coat- 
ings makes possible metallic pro- 
tective finishes that will water- 
proof, insulate, decorate and 
preserve practically any type roof 
or metal surface. Colors now ready 
for production are copper, gold, 
blue, green, and brown. Basis for 
the new formulations is a special 
new aluminum pigment. Although 
blended with high-cost colors and 


scale is provided on the bottle for 
easy identification of results and 
uniform recording. Ames Com- 
pany, Inc., Dept. H, Elkhart, Ind. 


surgical and treatment 


NEW MARKET FORGE 
MEDI-PREP “tapiner 
the PACKAGED SOLUTION 


TO THE PROBLEMS OF STORING 
PREPARING AND DISPENSING 
OF MEDICINES 


WITH THESE 
14 FEATURES 
4 All Stainless Steel | 
Fluorescent Lighting 
Narcotic Cabinet 


q Cup Dispenser | 
Pill Box Shelves 


To be used either recessed 
or free standing. 


The new 

Market Forge Medi-Prep 

ae Medicine Cabinet is the result 

a of extensive time and motion studies and 

provides a well-lighted counter and sink with easy- 

to-see and reach facilities for medicines, syringes, pills, 

narcotics and refrigerated biologicals. — Complete with a 

separate locked. compartment for narcotics with a removable step 

rack and a built-in refrigerator with three sliding drawers. The new Medi- 

Prep provides an economical compact unit which results in substantial savings 
in nursing time and effort. 


Every hospital, new or old, can gain the advantages of the new Market Forge 
Medi-Prep Medicine Cabinet. 


fs Send today for detailed specification sheets on this new unit. 


MARKET FORGE COMPANY 


EVERETT, MASSACHUSETTS 
aS ())% 
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4 
| q Medicine Shelves 
1. | | q Waste Facilities 
| a q Work Counter 
q Syringe Drawer 
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with doors 


SLIDE-AWAY DOORS 
ADD FINISHED 
APPEARANCE— 

SECURITY 


Now you can have 5-shelf or 
7-shelf Verti-File with dis- 
appearing-type doors. These 
doors can be ordered with 
or without locks and the 
locks can be keyed alike or 
differently. 


Deluxe VERTI-FILE Saves 
60% in Floor Space! 


You’ll combine the space 
saving, low equipment cost 
advantages of Verti-File 
with security and eye appeal 
when you switch to Deluxe 
Verti-File with doors. 

Call your Deluxe dealer. He’s 
in the classified telephone di- 
rectory under ‘‘Shelving, 
Steel’”’ or write for new bro- 
chure V-415. 


[DIE 


DELUXE METAL FURNITURE CO. 
Warren, Pa. 

A division of Royal Metal Mfg. Co. 

* patent pending 


other ingredients, the resulting 
product is competitive in price 
with other aluminum coatings and 
colored paints. Aluminum Com - 
pany of America, Dept. H, 721 
Alcoa Bldg., Pittsburgh 19, Pa. 


New adhesive elastic bandage 
(20B-13) 

Manufacturer's description: This bandage 
is designed to give firm support to 
the joints and muscles. It will re- 
main in place despite normal 
movement of the affected area and 
will yield to swelling. An im- 
proved adhesive mass is said to 
minimize the danger of skin ir- 
ritation. The bandage can be re- 
moved without solvents, and leaves 
no residue on the skin. The hospi- 
tal package comprises 12 poly- 


ethylene-wrapped bandages. Bec- 
ton, Dickinson and Co., Dept. H, 
Rutherford, N.J. 


Portable cardio-encephalograph 

(20B-14) 
Manufacturer's description: This portable 
two-channel electrocardiograph 
and electroencephalograph is in- 
tended to aid the anesthesiologist 
in determining cardiac condition 
and depth of anesthesia continu- 
ously during surgery. When used 


in the operating room, the unit 
must be operated on a five-foot 
stand above the level of explosive 
anesthetic agents. The unit is 6% 
in. wide, 13 in. 1n the other two 


dimensions, and weighs 29!'2 lbs. 
Although primarily for use in the 
operating room, the unit can be 
used for a wide variety of other 
recording applications. Gilson 
Medical Electronics, Dept. H, 714 
Market Place, Madison 3, Wis. 


Chrome names (20B-15) 

Manufacturer's description: These chrome 
names are cast in one-piece script. 
Available in bronze polished and 
lacquered or in brilliantly chrome 


plated signs. Capital letters are 
3 in. high and the lower case let- 
ters are 1% in. high. The cost is 


. $1.25 per letter or numeral. 


Chrome Names, Dept. H, 426 W. 
5th St., Kansas City, Mo. 


literature 


(SEE COUPON, PAGE 94) 


Food service units (20BL-1)—A 
10-page, two-color catalogue 
shows these food. service units 
complete with detailed specifica- 
tions and exclusive features. It 
explains the advantages and basic 
principles of a centralized food 
service system that also gives com- 
plete planning and_ follow-up 
service. Meals-on-Wheels, Dept. 


H, 5001 E. 59th St., Kansas City, 
Mo. 


Adjustable steel shelving (20BL-2) 
—A six-page bulletin describes 
and illustrates this company’s six 
basic types of shelving, which are 
available in an almost indefinite 
number of variations and sizes. 
Ask for Bulletin SE-5. Penco 
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Metal Products Div., Alan Wood 
Steel Co., Dept. H, 200 Brower 
Ave., Oaks, Pa. 


Individual room air conditioners 
(20BL-3)—A one-page leaflet car- 
ries sales and engineering de- 
tails on a line of individual room 
air conditioners. Product photos, 
dimensional cross-section, and 


construction and performance data _ 


are included. Ask for C-R.5715 L. 
Drayer-Hanson, Div. of National- 
U. S. Radiator Corp., .-Dept. H, 
3301 Medford St., Los Angeles 63, 
Calif. 


Plumbing (20BL-4)—Four- 
page, illustrated folder depicts a 
line of lavatories, water closets, 


drinking fountains, and_ urinals. ° 


Of special interest is a one-piece, 
lavatory hanger permitting wider 
mounting latitude. Universal- 
Rundle Corp., Dept. H, New Cas- 
tle, Pa. . 


Prenatal care (20BL-5)—Half a 
million copies of this 40-page 
booklet, The ABC’s of Prenatal 
Care, will be distributed free to 
young parents. The booklet con- 
tains a digest of helpful advice to 
expectant parents. Heinz Baby 
Foods, Box 28, D-26, Dept. H, 
Pittsburgh 30, Pa. 


Stainless steel O. R. equipment 
(20BL-6)—A number rede- 
signed pieces of stainless steel op- 
erating room equipment are de- 
scribed in this folder. Dimensions 
of equipment and details of con- 
struction and design are included. 
Also included is a discussion: of 
operating room hazards presented 
by static electricity and how these 
dangers can be eliminated. S. 
Blickman, Inc., Dept. H, 8400 
Gregory Ave., Weehawken, N.J. 


Office furniture (20BL-7)—A 24- 
page catalogue shows how thou- 
sands of combinations ean be cre- 
ated from basic modular office 
furniture units. The catalogue de- 
tails the many wood finishes and 
formica colors available for the 
various modular components. 
Pieces shown include executive 
desks, secretarial desks, storage 


units, and file cases. Ask for cata- | 


logue No. 20. Robert John Com- 
pany, Dept. H, 202 S. Hutchinson 
St., Philadelphia 7, Pa. 
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any height »».,any spring position 


at the touch of a button... 


_ by either patient or nurse 


with the all-electric “PUSH-BUTTON” Hilow Bed 


by ‘ 


@ This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 


the patient’s right—in the seat section of the spring. For the patient: who 


must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 
at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “‘low’’ position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 


Now r eady ... Procedure Manual No. 3—“‘Hilow Beds” 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, “Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these manuals for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 
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health coverages compared 


HEALTH AND MEDICAL CARE IN NEW 
YorK City. Health Insurance Plan 
of Greater New York. Cambridge, 
Harvard University Press, 1957. 
275 pp. $7.50. 

Rarely do hospital administra- 
tors and students of the hospital 
field have an opportunity to see 
clearly the total community health 
problems of which general hos- 
pitals are an integral part. This 
opportunity is provided in a large- 
scale study of a _ representative 
sample of the 1951 population of 
New York City. Informants in the 
sample households are the sources 
of information on morbidity, dis- 
ability, physicians’ services, and 
dental services for 8 weeks prior 
to the interview and for hospital 
services 12 months prior to the 
interview. The study was formu- 
. lated, designed and executed by 
the committee for the special re- 


search project in the Health In-. 


surance Plan of Greater New York, 
subdivided into appropriate di- 
visions of labor. The names are 
well known and respected in the 
medical care and public health 
research field. 

The sample was designed to fa- 
cilitate extensive study of two 
segments of the New York pop- 
ulation: those enrolled in the 
Health Insurance Plan of Greater 
New York and those not enrolled. 
Thus it was possible to compare 
the morbidity and disability rates 
and the utilization rates by vari- 
ous types of services between 
people who were covered by a 
comprehensive physicians’ service 
plan like HIP and people who had 
relatively limited or no health in- 
surance coverage. 

There was a constant and per- 
vasive—although by no means 
startling—difference in utilization 
of services between the HIP pop- 
ulation and the New York City 
population. The HIP population 
was more likely to seek services 
earlier and receive more services. 
The group reported greater like- 
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lihood of seeking services upon 
recognizing a symptom. It seemed 
that the HIP population utilized 
hospitals more than the New York 
City population, but the findings 
wére not really conclusive on this 
point. This is a pity, because there 
is a great deal of interest in the 
possible effect of a comprehensive 
physicians’ services plan on the 
utilization of hospitals. 

This. study deserves extremely 
careful study. It provides informa- 
tion and insights for those who 
look to research for some solu- 
tions to daily administrative prob- 
lems and for those who are con- 
stantly trying to push forward 
methodology in medical care and 
public health research.—ODIN W. 
ANDERSON, PH.D., research direc- 
tor, Health Information Founda- 
tion, New York City. 


Early hospital history 


NEw ENGLAND HOSPITALS, 1790-1833. 
Leonard K. Eaton. Ann Arbor, 
University of Mchigan Press, 1957. 
282 pp. $6. 


Mr. Eaton recounts in an inter- 
esting manner how the need for 
hospitals developed in New Eng- 
land and how it eventually brought 
about the establishment of hospi- 
tals. This is not simplyja chrono- 
logical history but rather an in- 
quiring consideration of how and 
why, hospitals developed. 

Philadelphia and New York pre- 
ceded Boston and New England in 
establishing hospitals largely be- 
cause of their immigrant problems 
and greater economic prosperity. 
When these conditions arose in 
Boston and New England, the 
leadership, money and spirit were 
present to quickly provide the 
needed hospitals. | 


We are now so accustomed to the 


principle of state responsibility for 
the care of the mentally ill that 
we do not realize how little was 
done for them in 1800 and what a 
serious problem it was. The Penn- 


also: 
early hospital history 


sylvania Hospital, the New York 
Hospital and the Massachusetts 
General Hospital established a 
general hospital unit for the care 
of the indigent sick and a mental 
hospital unit for the care of the 
mentally ill. The author traces the 
transition from the care of mental 
patients in private institutions to 
the assumption of responsibility 
by the state. 

Mr. Eaton records the develop- 
ment of the hospital corporation 
and notes the advantages of the 
lay board of trustees over one 
dominated by the medical profes- 
sion. 

Financial problems plagued these 
early hospitals, just as they do 
now. All underestimated the cost 
of care for the indigent sick and 
for the mentally ill. Trustees of 
Massachusetts General Hospital al- 
leviated the situation by soliciting 
contributions of $100 a year for 
free beds, but could not solve the 
problem of care for the insane 
until the erection of the State 
Lunatic Hospital at Worcester, 
Mass., established the principle of 
state responsibility, a most impor- 
tant step in medical and hospital 
history. 

This book is the result of a vast 
amount of original research in- 
volving newspaper files, histories 
and private papers. Essentially it . 
is the story of the United States 
Marine Hospitals, the first com- 
pulsory health insurance legisla- 
tion of this country, and the early 
days of the Massachusetts General 
Hospital, the Hartford Retreat, the 
New Haven Hospital and the Wor- 
cester State Hospital. This book 
also presents interesting character 
studies of the leading physicians of 
the period it covers: Jackson, War- 
ren, Todd, Woodward, and others. 
To anyone interested in hospitals 
and doctors it is informative and 
rewarding reading.—NATHANIEL 
W. FAXON, M.D., director emeritus, 
Massachusetts General Hospital. 


- HOSPITALS, J.A.H.A. 


standard equipment 


The CROUPETTE® is standard equipment in about 3,000 hospitals and 96 per 
cent of U. S. medical schools. First ‘‘cool vapor’ croup tent, the CROUPETTE 


consistently excels all others in comfort, convenience and safety. The fresh, 


moisture-saturated air is effectively cooled and oxygenated by exclusive CROUPETTE 


forced circulation. Aerosol or oxygen therapy may be easily administered. With 


no moving parts, the CROUPETTE is as simple as it is safe and efficient. 
Light, compact, portable. 


Includes spare atomizer. 


Visibility and accessibility are CROUPETTE features. Cooled, supersaturated, aerated vapor provides immediate relief and comfort. 


Cool-Vapor and Oxygen Tent By. / AIR -SHTELDS, INC: Hatboro, Pa. OSborne 5-5200 


For information or orders, call us collect from any point in the U.S.A. 
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individual 


patients’ dining rooms. In the dining 
the wards, patients, such as_ those 
tables at the foot of their beds. 


PATIENTS’ trays are assembled 
rooms patients sit in pairs or 
pictured above in a geriatric ward, eat at 
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from menu planning to bedside service— 


how to serve better food 
to psychiatric patients 


AT TIME of service bulk food conveyors are loaded with pans of hot and cold foods before 
transfer to patient floors. By cooking the foods in the conveyor inserts, and simply trans- 
ferring the pans at service time, foods are given greater eye appeal and there is less waste. 


MENTALLY ill patient pre- 
sents many of the same prob- 
lems as any other patient in a 
general hospital. There is concern 
for the nutritional requirements 
of the individual; the food must 
be attractive and palatable, and 
the meal hour should become one 
of the day’s pleasant experiences. 
The aims of a psychiatric nutri- 
tion service are the same as those 
in a general hospital, but there the 
similarity ends. 

State psychiatric hospitals are 
large institutions, presenting com- 
plex problems of mass food pro- 
duction. The psychiatric patient's 
longer stay within the institution 
places ae greater’ responsibility 
upon the nutrition staff to provide 
an adequate diet within the budg- 
etary limitations. 

It is the aim of the dietition- to 
present well prepared food for 
“consumption with pleasure’! and 
the total dietary department ex- 
erts an effort to make the meal 
serve as a social function, con- 
tributing to the interpersonal re- 
lationships of the patient. The 


The author discusses how the es- 
tablishment of a nutrition eommittee 
and food ration and the improvement 
of food preparation personnel 
training procedures have paved the 
way toward better food service in New 
York State psychiatric hospitals. 


dietary staff must be concerned 
with the nutritional adequacy of 
the meal, the cost of the meal 
planned, the equipment and per- 
sonnel involved in the preparation 
of the meal, and the keeping qual- 
ity of the food. 


RESEARCH FINDINGS 


Before enlarging on the me- 
chanics of feeding the mentally ill 
patient, it might be well to review 
research reports that have a bear- 
ing on the problems of feeding 
psychiatric patients. In 1943 the 
Committee gn Diagnosis and Pa- 
thology of Nutritional Deficiencies 
of the National Research Council 
stated that ‘few people eat an ade-’ 
quate diet every day during their 
lifetime’’.2) Hardwick? re- 
viewed the role of vitamin de- 
ficiencies in nervous and mental — 


Mrs. Katherine E. Flack is director of 
nutrition services, State of New York De- 


partment of Mental Hygiene, Albany. 
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This new Aloe Food 

Carrier is the key unit 

in the Aloe 3-point Food 
Service System which... 

(1) Brings appetizing food to 
each patient’s bedside with hot 
foods still kitchen-hot, and cold 
foods cold and firm. 

(2) Preserves the delayed meal. 


(3) Provides separate transport 
for soiled trays and dishes. 


Only the Aloe 3-point System 
provides all three of these 


essentials. It can help you serve 


better, tastier food at less cost 
per patient meal, with a 
substantial savings in time, 


personnel and space. And while the 
equipment is designed to be used 


as a system, each unit can be 


purchased and used separately to 
improve your present food service. 


Mail the coupon today for complete | 
details, without cost or obligation, 


of course. 


The ALOE 
SERVICE PANTRY 


Hot and cold compart- 
ments as in the Carrier. 
Built-in electric recep- 
tacles. Delayed meals can 
be preserved in this unit 
until patient is ready. Per- 
fect for the occasional 
between-meal service. 


The ALOE 
SOILED TRAY TRUCK 


Returns soiled trays and 
dishes direct to dishwasher, 
avoiding possible soiling 


and contamination of the 
fresh food carrier and 
speeding service. 
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DESIGNED ESPECIALLY FOR THE REVOLUTIONARY 
ALOE 3-POINT 
FOOD SERVICE SYSTEM 


Dept. 101 
1831 Olive St., St. Lovis 3, Mo. 


Food Service System. 


Name 


The ALOE FOOD CARRIER—One side for hot dishes, the 
other for. cold, and convenient drawers that help organize 
servings and maintain temperatures because there are no doors 
to open. Individual servings can be supervised at the kitchen 
and then delivered at desired temperatures. 


a. s- aloe company 
World's Foremost Hospital Supplier 


Food Service Division, A. S. Aloe Company 


Please give me details on the revolutionary Aloe 3-point 


14 | 
FULLY- | 
STOCKED 

DIVISIONS 
COAST TO 
COAST 


Hospita 
Address 


City 


— 
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disorders and Brozek reports that 
“there is evidence that improper 
nutrition brings about alterations 
in blood chemical constituents, 
brain metabolism and functions, 
and finally results in observable 
abnormalities of behavior’’.* 

It is little wonder then that 
many patients admitted to a psy- 
chiatric hospital are in a depleted 
nutritional state. Before treatment 
can be effective, the nutritional 
status of the patient must be im- 
proved. Researchers have recog- 
nized the complex character of the 
interrelationship between nutri- 


‘tion and behavior. If scientific 


progress is to be made, the die- 
titian must be an active member 
of the “team” to study the basic 
requirements for improvement of 
the psychiatric patient. 

Since state hospitals are usually 
large institutions with multiple 
kitchens and dining rooms, it be- 
comes necessary to apply work 
simplification methods to all opera- 
tions in order to make better use 
of personnel and to establish an 
efficient food service department. 
Modern planning methods and the 
use of portable and modular 
equipment in New York State 
mental hospitals have made it 
possible to reduce patient labor in 
kitchens by 85 per cent and to 
eliminate completely such labor 
in new facilities. 


PREPARATION PROCEDURES 


Food production schedules de- 
veloped in advance of actual prep- 
aration assure the completion of 
food products prjor to the loading 
of food conveyors. The entree is 
put into conveyor pans, labeled and 
placed in the oven to bake in the 
reverse sequence in which they 
will be removed. If it is a roast, 
the meat is sliced shortly before 
serving time and stored in con- 
veyor pans in the oven. Salads are 
prepared, omitting salad dress- 
ing; portioned into conveyor pans; 
labeled, and placed on a truck to 
be refrigerated until serving time. 
Prior to service, the salad truck is 
wheeled into line. Dressing is 
added to the salad, and the salad 
truck is stationed for self-service 
by the dining room attendants. 

Puddings are made in steam- 
jacketed kettles equipped for 
cooling, cooled before removing, 
portioned into conveyor inserts, la- 
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beled, and placed on a truck to be 
refrigerated until serving time. 
All desserts are made the day they 
are to be used. 

At meal hour the dining room 
attendants bring the conveyors 
from the cart storage room, pro- 
ceeding on a_e specified route 
through the kitchen. They pick up 
the cold foods from the supply 
trucks and place them on the con- 
veyors in the correct positions for 
serving. Cooks and assistant cooks 
are stationed at points where hot 
foods have been prepared. They 
place the pans of hot food in the 
proper sections of the bulk food 
conveyors as they are wheeled 
past. By cooking the foods in the 
conveyor inserts, the food items 
have greater eye appeal since they 
have been handled only once. Food 
waste has been largely eliminated 
and the number of different size 
pans has been greatly reduced. 
This procedure has also cut down 
on the scullery operation. 

Many procedures been 
established to safeguard the health 
of the patient. As a _ protection, 
small samples of all foods prepared 
are refrigerated in sterile con- 
tainers for a 24-hour period. For- 
tunately the need for these samples 
has been practically eliminated. 


‘NUTRITION COMMITTEE 


In addition to the improved prep- 
aration procedures, another tech- 
nique of management which as- 
sures efficient dietary operation is 
the active nutrition committee 
within the state hospital. In New 
York State psychiatric hospitals it 
is our belief that the most success- 
ful and effective of such commit- 
tees is composed of representatives 
of all areas involved in the prep- 
aration, service and acceptance 
of patients’ food. The permanent 
members of this committee are the 
administrator or his assistant, the 
business officer, supervising die- 
titian, food manager, and the chief 
supervisor of ward services. 

Prior to the meeting, a specific 
area of the institution is designated 
for study. Additional members.:as- 
signed to the committee are the 
physician in charge of the area, 
ward supervisor, head cook, head 
dining room attendant, and a ward 
attendant. 

Each member of the group is 
expected to visit the area, to see 


the service, and to taste the food 
served at each of the meals on the 
day prior to the meeting. Inspec- 
tion of the area is necessary to pre-_ 
pare for a discussion of the find- 
ings. Constructive ‘criticism is 
expected and each member enters 
into the planning for improvement 
of nutrition services. 

Minutes of each meeting give 
the institution a record of progress. 
They also furnish the administra- 
tor with a means of evaluating the 
solutions of problems which have 


‘led to improvements during the 


year. Any hospital group could 
derive benefits from such active 
participation meetings aimed at 
the solution of their problems. 
Another way that we have im- 
proved food service operations in 
New York State psychiatric hos- 
pitals is monthly meetings of the 
dining room attendants with the 
supervising dietitian. These meet- 
ings have been instrumental in 
continuing the attendants inserv- 
ice training program. We feel that 
these persons must continue to 
learn and develop if they are to be 
of increased usefulness to the in- 
stitution. If they share in making 
decisions which affect their work, 
they will perform better and will 
have more interest in the patient 
as a person. The careful serving of 
portion-controlled food by a staff 
of well trained dietary employees 
creates an atmosphere of relaxa- 
tion which often contributes to 


the patient’s feeling of security. 


CHANGE IN EATING HABITS 


Through this more personal ap- 
proach in New York State psy- 
chiatric hospitals, it has been pos- 
sible to modify the eating habits 
of larger groups of patients and 
actually teach acceptance of foods 
which contribute to their optimum 
health. Fluid milk is now the ac- 
cepted beverage at the noon day 
meal, although many of these same 
patients never thought of drinking 
milk before this. Leafy, green and 
yellow vegetables, cooked and 
raw, add color and crispness to the 
meal and are seldom refused. 
Citrus juices have come into the 
patient’s regular dietary pattern 
and share popularity with fresh 
fruits. Such improvements of the 
dietary have been accomplished 
by studying the characteristie food 
pattern of former food issues and 
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YOU ASKED 
CONVENIENT DISPENSING! | 


FLEX-STRAWS NOW PACKED 
in a convenient DISPENSER BOX 


MINIMUM HANDLING...MAXIMUM PROTECTION 


FLEX-STRAWS are distributed quickly and efficiently from the 
new dispenser box. Straws are removed at corrugated section so 
that it is never necessary to touch either the end which is immer- 
sed or the end which touches the mouth; assuring maximum 
- protection and sanitation. One or several FLEX-STRAWS can be 
dispensed with minimum time and effort. The dispenser tab may 
be closed between uses. ORDER FROM YOUR DISTRIBUTOR NOW. 


FLEX-STRAW COMPANY 2040 sroanway « SANTA MONICA, CALIF. 


Canadian Distributors: Ingram & Bell, Ltd. * Toronto 
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Make Most Effective 
Use of ALL Personnel 


t's here—the simple, natural, efficient system that 
assures the specified menu for every patient... 


‘and can be operated by any employee of the 


hospital. The Mercury Dietary System releases 
nursing personnel from time spent as waitresses 
and kitchen help .. . enables them to devote 
their full time to nursing duties. What's: more, it's 
so efficient and time-saving that many personne! 
heretofore necessary can be re-assigned—resuliing 
in significant payroll economies. 


Tremendous Saving 
in Food Requirements 


The Mercury Dietary System serves food hot and 
palatable . . . and really FAST! Patients cre 
elated with the service and the condition of the 
food. Actual reports from hospitals indicate that 
patient satisfaction with food served the Mercury 


way results in less waste and consequent econ- 


omy in food purchases. 


Mercury 
HEATED Tray Cart 


Now! Available in 2 sizes 
and optional refrigeration 


Gives dietitian complete control over makeup of 
patient troys . . enables LOWEST-PAY help to 
deliver food hot in the fastest time .. . and ‘to 
do it ACCURATELY. Two models—'‘Junior 22°’ 
(illustrated) serves 22 patients; ‘‘Senior 30°’ serves 
30. Hot food compartment is electrically heated; 
refrigeration unit for other compartments optional. 
Light in weight—easy to pull on large rubber tire 
wheels into any standard elevator . . . through 
any standard door. 


Ask about a free demonstration in your own 
hospital . . . with no obligation to buy. Or 
WRITE FOR LITERATURE AND COMPLETE IN- 
FORMATION. 


STEELE-HARRISON MFG. CO. 


914 W. Main St., Peoria, Illinois 


then developing a ration allow- 
ance which provides the nutrition- 
al requirements of the population 
group. 

When the food budget is limited, 
the problem of improving the 
dietary operation becomes a chal- 
lenge in correlating nutrition and 
finance. It is not just a simple mat- 
ter of deciding that X number of 
pounds of certain foods are needed, 


but rather what foods can be used: 


to provide the best nutrition eco- 
nomically. To facilitate the plan- 
ning of an adequate, varied diet, 
a food plan is developed for a six- 
month period, indicating the foods 
to be used, the quantity to be 
issued and the number of times 
they are to be served. This plan 
provides the basic information 
needed for the development of 
purchase orders, weekly menus 
and nutritional accounting. 


HOMELIKE ENVIRONMENT 


In New York State psychiatric 
hospitals we have been consider- 
ing the use of a selective menu in 
reception centers but to date the 
idea is still in the planning stage. 
Our first step has been to conduct 


meetings with patients, appointed 


to represent the various services. 
The dietitian attempts to acquaint 
the patients with the importance 
of the food groups and the opera- 
tion of the food department and 
to gain knowledge of patients’ 
attitudes and their likes and dis- 
likes of foods presented. 

The planning, building and fur- 
nishing of new facilities have made 
it possible to get away from the 
austere, institutional type build- 
ing. A more homelike atmosphere 


prevails in the smaller dining 
rooms where colorful drapes and 
green plants add charm to patients’ 
dining rooms. Tables for four en- 
courage conversation and allow 
the patients to choose their com- 
panions for the meal period. Im- 
provement, too, has been accom- 
plished in the larger, overcrowded 
dining rooms by cutting long, nar- 
row tables into smaller units, and 
by having two _ seatings. Paint, 
drapes, plants and smaller tables 
turn many dreary dining rooms in- 
to attractive eating areas. 

Gradually more patients are be- 
ing allowed a full complement of 
silverware, and paper napkins are 
being used at every meal. Color- 
ful, sectioned trays of plastic pro- 
vide space for each food item. 

The greatest change has been in 
the areas where the new tran- 
quilizing drugs have quieted the 
more extreme cases. The response 
of these patients to each improve- 
ment is extremely gratifying. 

The establishment of improved 
techniques of preparation and 
service, greater personal] interest 
on the part of dietary personnel, 
and the inauguration of a food 
ration allowaneé have contributed 
to greater patient acceptance of 
foods in New York State 
tric hospitals. _ 
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NOTES AND COMMENT 


Sponsor 12-month Correspondence Course 


Hospital Association of Penn- 
sylvania and the Pennsylvania 
Dietetic Association are now offer- 
ing a 12-month correspondence 
course for training of food service 
supervisors in hospitals. Students 
may enter the course at any time, 
pending meeting of the necessary 
qualifications. Enrollees must be 
high school graduates or the equiv- 
alent, have supervisory ability 
and leadership, and must show 
some evidence of interest in. food 


preparation and _ food service. 
They must be endorsed by the 
administrator and dietitian of the | 
hospital in which they wish to 
affiliate for training and meet the 
health requirements for dietary 
department personnel of that 
hospital. 

Four units comprise the course: 
orientation and nutrition, five les- 
sons; quantity food preparation, 
six lessons; food service to pa- 
tients and personnel, six lessons, 
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CHEESE SELECTOR 


Flavor 


Type of Name of Firmness Color 
Cheese Cheese 
Mild - Cheddar Firm Golden yellow Slightly aged with mellowness 
Cottage Soft curds White Subtle, somewhat sour 
Cream Semisoft White Rich, fresh, creamy 
Neufchatel Semisoft White Delicately fresh 
 Primost Soft ‘Light brown Mild, but delicately distinct 
Cheese : 
Spreads Semisoft Various colors Flavor depends upon ingredients 
Flavorful Brick Firm Creamy white Between Limburger and Cheddar 
Cheddar Firm Golden yellow More aging means more flavor 
Edam Firm Yellow Like Cheddar, with a nut flavor 
Gouda Firm Yellow “Very much like Edam cheese 
Gruyere Firm Light yellow Nut-like and salty 
Muenster Firm Creamy yellow Between Brick and Limburger 
Port du 
Salut Semihard Creamy yellow Between Cheddar and Limburger 
Swiss Firm Pale yellow ‘Sweet, nut-like, delectable 
Robust Blue Semisoft White-veined Piquant 
Roquefort Semisoft with blue Salty and piquant 
Gorgonzola Semisoft mold Spicy, not so piquant 
Camembert Soft Creamy yellow Rich, mellow, but robust 
Cheddar Firm Golden yellow Well aged, sharp flavor 
Gammelost Firm Golden brown Sharp, pungent 
Limburger Semisoft Creamy white Aromatic full flavor 
Parmesian Hard Creamy white Very sharp 
Provolone .. Firm Light yellow Smoked, sharp 
Romano Hard Pale yellow Very sharp 
Sapsago Hard Green Sweet clover 


and office routine and supervisory 
techniques, six lessons. 

During the course students will 
be employed as members of die- 
tary departments. They will work 
six hours a day and spend two 
hours a day (in the hospital) in 
study and preparation of the cor- 
respondence lessons. On-the-job 
training schedule in the hospital 
includes two months. devoted to 
orientation, three months to food 
production, four months on food 
service, and six weeks each on 
office routine and_ supervisory 
techniques. 

The cost of the course is $52.50, 
whieh includes the endorsement 
and registration fees and the text- 
book. There is an_e additional 
charge for uniforms. 

- Copies of the endorsement forms 
and procedure for enrolling in the 
program may be obtained by writ- 
ing to the Department of Institu- 


tion Administration, Pennsylvania > 


State University, University Park, 
Pa. 


Cheese heads plentiful 
foods list this month 


The dairy industry and the U.S. 
Department of Agriculture are 
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conducting a full-scale promotion 
on cheese this month, with many 
varieties available to the institu- 
tional buyer at economical prices. 

The cheese selector at the left 
was designed to guide the hos- 


pital dietitian and _ purchasing 
agent in selecting cheese. The buy- 
ing guide was prepared by the 
Department of Agriculture for its 
August 1957 plentiful foods pro- 
motion on cheese. as 


Here are recipes for 
Texas hash, ranger cookies 


Recipes for two popular menu 
items at Baylor University Hos- 
pitals, Dallas—Texas hash and 
ranger cookies—are presented here 
through the courtesy of Louise 
M. Miears, assistant administra- 
tive dietitian at the hospital. Miss 
Miears has included Texas hash 
as an entree on Saturday’s menu 
on page 110. Ranger cookies are 
included as Friday’s dinner des- 
sert on the third-week menu on 
page 112. 

The recipes and pictures of these 
two items are on the _ following 
page. 


Good 


Every hospital administrator 
knows that good food is not only 
“good for what ails the patient’ 
but good for the hospital as 
well. Many administrators have 
discovered that Meals-on-Wheels 
System has been good for the 
budget, too. 


2 
‘ 


Dept. J.K. 


eee 
_Alls You... 


For What 


‘ 


Savings in food service show up 
graphically in hospital operating 
statements. The Meals-on-Wheels 
System saves in man-hours, 
supervision and in food waste. 
If you want to know why it is 
no accident that award winning 
hospitals use Meals-on-Wheels 
System write for full details and 
literature today to: 


als- on-Wh eels 
System 


, 5001 East 59th St., Kansas City 30, Mo. 


See us at ADA Convention, Booth 321 ~ 
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TEXAS HASH 


(20 qts. or 120 servings) 

5 ibs. 11 oz. onions, chopped 

1 Ib. 6 oz. green pepper, chopped 

2 Ibs. 14 oz. shortening 

81, qts. tomatoes 

6 ibs. 5 oz. rice, uncooked 
10 tbsp. chili powder 

1 «. salt 

1 tbsp. pepper 
19 Ibs. 5 oz. ground beef 

-1. Sauté onion and green pep- 
per in shortening. 

2. Add ground beef to onion- 
green pepper mixture and con- 
tinue frying until mixture falls 
apart. 

3. Stir in tomatoes, raw rice, 
chili powder, salt and pepper. 

4. Bake hash at 400°F. until rice 


is tender. 
5. Portion into 6 ounce (% c.) 
servings. 
RANGER COOKIES 
. TEXAS hash, broccoli and hotbread is a popular entree at Baylor University Hospitals, Dallas. (300 cookies or 150 servings) 


5 Ibs. shortening 
“AA AS 2 Ibs. 10 oz. granulated sugar 
4, Ibs. brown sugar 
27 eggs 
5 Ibs. 10 oz. flour 
tbsp. baking powder 
tbsp. salt 
3 Ibs. 10 oz. oatmeal 
1 Ib. 2 oz. ready-to-eat wheat flake 
cereal 
1 Ib. 2 oz. cocoa 

1. Cream sugar and shortening. 

2. Add eggs and mix. 

3. Sift dry ingredients and add 
to the mixture of sugar, shorten- 
ing and eggs. 

4. Mix oatmeal,. ready-to-eat 
wheat flake cereal and cocoa to- 
gether and add to the rest of the 
mixture. | 

5. Drop batter from #30 scoop 
iri) oe on greased cookie sheet and bake 
at.375°F. for 15 minutes. 

6. Use 2 cookies per serving. §& 


. & 


RANGER cookies are portioned on service piares with tongs. Use two coonies per serving. 


Winter Cycle Menu 
for the South-Southwest 


. TZ 2l1-pAy selective winter west. These menus, which are western sections of the United 
: cycle menu and market or- for use during December, Janu- States. 
| ders for perishables are designed ary and February, feature foods The menus in this issue are the 


for hospitals in the South-South- popular in the southern and south- second in a four-part series of 
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_ Winter cycle menus published in 


this Journal. Winter cycle menus 


Midwest hospitals were 


cluded in the October 1 HOSPITALS, 
JOURNAL OF THE> AMERICAN HOSPI- 
TAL ASSOCIATION. The winter menus 
for hospitals in the East and North- 
Northwest will be published in 
the November 1 and 16 issues, re- 
spectively. 

In planning the menus, careful 
consideration has been given to 


_ keeping the menu and food pro- 
| duction operation simple for the 


smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 


: The letter (F) following certain 


items on the menu indicates that 


‘ this item is to be served on the 


full or normal diets, while those — 


1 labeled (S) are for the soft and 


other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 


During October and November hos- 
pitals may use the fall cycle menus, 
published in the July and August 
issues of this Journal. The Midwest 
and South-Southwest cyle menus were 
included in the July 1 and 16 issues, 
respectively. The August 1 and 16 
issues featured fall menus for the East 
and North-Northwest, respectively. 


need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 


The market order for perish- 


ables, which accompanies’ each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50- 


bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farimaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request from 
the Association, 18 E. Division St., 
Chicago 10, Il. 


The Dri-Heat Hot Plate*—Dri-Heat Pellet Oven— 
Dri-Heat Tray Conveyor and the Dri-Heat Motor- 
ized Tray Assembly Table Are Distributed Exclu- 
sively by Dri-Heat Food System, Inc. 

2,582,735 and Potent 


“Patented U.S. Potent Off 
Pending. T.M. Reg. 
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iTS NEW 


IT’S EFFICIENT 


IT’S THE ANSWER TO YOUR: PROBLEM 
OF GETTING HOT FOOD TO ALL YOUR 
PATIENTS — AT EVERY MEAL 


the 


WHERE OTHERS 
LEAVE OFF.” 


Dri-Heat Hot Plate 


STAINLESS STEEL — BUILT-IN* INSULATION 
LIGHTWEIGHT — SANITARY — LOW IN COST 
The Dri-Heat Hot Plate is the key to centralized food 
service. Start planning now for complete central- 
ization of your food service and begin enjoying the 
benefits of reduced food waste—less personnel— 

satisfied patients. 

Dri-Heat Food System can supply all your require- 

ments for complete centralization of food service. 
WRITE NOW FOR INFORMATION AND LITERATURE 


DRI-HEAT FOOD SYSTEM, INC. 


2607 CONNECTICUT AVENUE, N. W. 
WASHINGTON 8, D. C. 


IN CANADA: DRI-HEAT FOOD SYSTEM, LTD., 1202 YONGE STREET, 
TORONTO, ONTARIO, CANADA 


DEcatur 2-4463 
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(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


Ist WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU—prepared by Louise M. Miears, assistant administrative 


dietitian, Baylor University Hospital, Dallas, Tex. 


| breakfast | 


night 


Frozen Orange Juice 
or Stewed Prunes 

| Oatmeal 

or Frosted Flakes 

Scrambled Eggs 


| 
Quick Coffee Cake | 


Vegetable Soup 

Roast Beef Au Jus (FS) er Tuna Croquettes—Cream Sauce 
Mashed Potatoes (FS) 

Buttered Spinach (FS) or Au Gratin Cauliflower 

Goldenglow Gelatin Salad Head Lettuce—Russian Dressing 
Lazy Daisy Cake (F) or Peach Halves (S) 


Grape Juice : 

Baked Pork Chop—Gravy (F) or Creamed Chipped Beef on Rusk (S) 
Candied Sweet Potatoes (F) and Cornbread 

Green Beans (Salt Pork) (FS) or Diced Rutabagas 

Citrus Salad er Sliced Tomatoes 

Graham Cracker Pudding (F) or Bananas (S) 


Frozen Orange Juice 
or Grapefruit Halves 
Farina 
or Bran Flake Cereal 
Bacon 
Soft Cooked Eggs 


Tomato Juice 

Chicken Fried Steak—Gravy (F) or Braised Beef Cubes (5) 

Buttered Diced Potatoes (FS) . 

Parsley Buttered Carrots (FS) or Baked Eggplant 

Chef's Salad—1000 Island Dressing or Peach Halves—Prune Garnish 
Lime Sherbet (FS) or Pear Halves 


4 


Chicken Noodle Soup 
Roast Veal—Gravy (FS) or Italian Spaghetti 

Baked Potatoes and Hard Rolls 

Buttered Peas (FS) or Dutch Greens 

Stuffed Celery or Canned Fruit Salad 

White Cake—Peppermint Frosting (F) or Blue Plums (S) 


Frozen Orange Juice 
or Grape Juice 
Malt Meal Cereal 
or Shredded Wheat 


Cereal 
Poached Eggs 


Pineapple Juice 

Broiled Chicken (S) or Beef Stew (F) 

Au Gratin Potatoes (S) and Biscuits 

Buttered Asparagus (FS) or Whole Kernel Corn 
Waldorf Salad or Relish Plate 

Lemon Sponge Pudding (FS) or Apricots 


Cream of Potato Soup 

Roast Lamb—Gravy (S) or Turkey Turnovers—Cream Sauce (F) 
Mashed Potatoes (S). 

Buttered Patty Pan Squash (S) or Lemon Buttered Broccoli (F) 
Jellied Gingerale Salad or Sliced Tomatoes 

Cherry Crisp (F) or Kadota Figs (S) 


Frozen Orange Juice 
or Sliced Bananas 
Farina or Corn Flakes 
Scrambled Eggs 

Sousage 
Cinnamon Toast 


thursday wednesday, tuesday 


Apple Juice 

Swiss Steak (F) or Macaroni and Cheese (5) 

Hash Browned Potatoes (F) amd Orange Bran Muffins 
Buttered Green Beans (S) or Cauliflower Polonaise (F) 
Coleslaw or Citrus Salad 

Fudge Cake—Fudge Frosting (FS) or Fruit Cocktail 


Cream of Celery Soup 

Roast Beef—Gravy (FS) or Chop Suey on Rice 
Steamed Rice (FS) 

Julienne Carrots (FS! or Fried Okra 

Cherry Nut Gelatin Salad or Mixed Vegetable Salad 
Butterscotch Pudding (F) or Orange Sections (5) 


Frozen Orange Juice 
or Apple Juice | 
Rolled Wheat Cereal 
or Ready-to-Eat 
Wheat Flake Cereal 
Fried Eggs 
Waffles—Syrup 


friday 


Cream of Asparagus Soup 

Baked Halibut Steaks—Lemon (FS) or Smothered Steak 
Escalloped Potatoes (FS) 

Spinach—Hard Cooked Egg or Buttered Beets (FS) 

Head Lettuce—French Dressing or Orange Slices—Coconut 
Frosted Spice Bars (F) or Vanilla Ice Cream (¥ 


Grapefruit Juice 


Baked Han—Fruit Sauce or Creamed Salmon on Toast (FS) 
Parsley Buttered Potatoes 

Buttered Asparagus (FS) or Stewed Apples 

Relish Plate or Fresh Fruit Salad 

Jelly Roll (F) or Sliced Peaches (S) 


Frozen Orange Juice 
or Pineapple Juice 
Oatmeal 
or Ready-to-Eat 
Rice Cereal 
Poached Eggs 


saturday 


Frozen Orange Juice 

Braised Yearling Liver—Bacon (FS) or Texas Hash 
Steamed Potatoes 
Buttered Acorn Squash (FS) or Seven-Mirute Cabbage 
Chef's Salai—French Dressing or Carrot and Raisin Slaw 
Banana Pudding (FS) or Pear Halves 


Vegetable Soup 

Cheese Souffle (S) or Beef Pie—Pastry Topping (F) 

Creamed Potatoes (S) 

Buttered Peas (FS) or Fried Eggplant 

Jellied Applesauce Salad or Chopped Green Pepper, Cucumber, Onions, 
Celery and Tomatoes in Vinegar 

Peach Brown Betty (F) or Blue Plums (S) 


Fresh Orange Sections 
Prune Juice 

Whole Wheat Cereal 

or Ready-to-Eat Malt 
Flake Cereal 

Scrambled Eggs 

Sausage 

Honey Buttered Toast 


sunday 


(F)—Full Diet (S)}—Soft Diet (FS) —Full and Soft Diet 


Cream of Mushroom Soup 

Roast Turkey—Gravy (FS)—Dressirg (F) or Braised Shortribs 
Mashed Potatoes (FS) amd Hot Rolls (F) 

Green Beans (Dry Salt) (FS) or Buttered Beets 

Mixed Fruit Salai—Honey Dressixg or Sliced Tomatoes 
Chocolate Brownies (F) or Apricots (S) 


Mixed Fruit Juice 

Roast Veal—Gravy (S) or Swedish Meatballs (F) 
Baked Noodles (FS) 

Buttered Carrots (FS! or Buttered Broccoli 

Spiced Peaches or Head Lettuce—French Dressing 
Strawberry Sundae (F) or Fruit Cocktail (5) 


Bread, butter and a choice of beverages are to be included with each meal. ~ 


Item, Speciications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings _ Item, Specifications, Amounts & No. of Servings 
3 BEEF | ; FISH Parsley Bunch 1 doz. 
Chipped Beef, Dried U. S. Good 2 Ibs. Halibut Steaks, 5oz.each 20 60 Peppers, Green 1 doz. 
KR | Chuck-eye Ro! ae Potatoes, Sweet Hamper 50 Ibs. 
(Boneless) U.S. Good 0 Ibs. 29 Potatoes, White Bag No. 1 300 Ibs. 
Ground Beef U.S. Good, 5 Ib. pkg. 25 tbs. Radishes Bunch 1 doz. 
Liver Steer, sliced 20 Ibs. 100) A, 20-24 ev. 00 | Rutabagas 5 tbs. 
— Round (Top, Boneless) Choice 30 Ibs. Squash, Acorn 25 Ibs. 80 
Short Ribs U.S. Good S ibs. 10 | Apples 1 box | Squash, Patty Pan ‘5 Ibs. 
“av | Steaks, Cubed U. S. Choice, ' | Bananas Ripe 60 Ibs. Tomatoes Repacked (5 x 6) 60 Ibs. 
4 oz. each 35 Ibs. 140 | Grapefruit Seedless, 70s |.crate | 
Steak, Swiss U.S. Good, 4 oz. each 25 Ibs. 100 Grapes Emperor 28 Ibs. 
S | Stew U.S. Good 45 Ibs. 225 
_ Lemons | doz. _ Orange Juice Con., 32 oz. can 12 cans 384 
- Oranges 176s 2 crates 
= LAMB Pears Box, 120s 1 box | 
Leg (B.8.7.) U.S. Choice, yearling 6 lbs. 18 FROZEN VEGETABLES 
> FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. 1S tbs. 90 
PORK Cabbage Bag 50 Ibs. Asparagus Spears, 2% tb. pkg. bs. 90 
s " : Carrots Topped, bag 50 Ibs. Beans, Green Cuts, 24 Ib. pkg. 17% Ibs. 105 
Celery Pascal, 30s crate Beans, Green Julienne, 2/2 Ib pkg. 15 tbs. 90 
3 Sausage Links 12—1 th 20 Ibs. 80 Cucumbers 2 doz. Broccoli Stems and buds, 
Eggplant 6 only Ib. pkg. 174 Ibs. 105 
~ wens Lettuce Head, 48s - 2 crates Cauliflower Buds, 2% Ib. pkg. 17'% Ibs. 105 
_ Okra 5 Ibs. Greens, Mixed 2% Ib. pkg. 2% Ibs. 15 
| Chop Suey Meat S. Good 5S ibs. 25 | Qnions, Dry Yellow, bag 50 Ibs. Peas 2% |b. pkg. 30 Ibs. 180 
Leg (B.R.T. U. S. Good 40 Ibs. 120 | Onions, Green Bunch | doz. _ Spinach Chopped, 214 Ib. pkg. 30 Ibs. 180 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU—prepared by Louise M. Miears, assistant administrative 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


dietitian, Baylor University Hospital, Dallas, Tex. 


breakfast 


noon 


night 


Frozen Orange Juice 
or Grape Juice 
Rolled Wheat Cereal 
or Shredded Wheat 
Cereal 
Soft-Cooked Eggs 
Bacon 


Beef Barley Soup 
Swiss Steak (F) or Braised Beef Cubes (S) 
Mashed Potatoes (FS) 


Buttered Asparagus (FS) or Buttered Mixed Vegetables 


Dill Coleslaw or Jellied Gingerale Salad 
Prune Cake—Prune Frosting (FS; or Pear Halves 


Grapefruit Juice 

Roast Pork—Gravy (F! @r Scrambled Eggs with Bacon (S) 
Baked Potatoes and Cornbread (F) 

Buttered Spinach (FS) or Blackeyed Peas (F) © 

Canned Fruit Salad or Sliced Tomatoes 

Creamy Rice Pudding (F er Kadota Figs (S) 


Frozen Orange Juice 
or Sliced Bananas 
Farina 
or Frosted Flakes 
Poached Eggs | 
Cinnamon Toast | 


Cream of Tomato Soup 

Baked Veal Cutlet-—Gravy (F’ or Macaroni and Cheese (S) 
Hash Browned Potatoes (F) 

Buttered Green Beans (FS) or Fried Okra 

Chef's Salad—Russian Dressing or Waldorf Salad 

Graham Cracker Torte (FS) or Blue Plums 


Apple Juice 

Roast Beef Au Jus (FS or Saverkraut and Weiners 
Parsley Buttered Potatoes (FS) and Hot Rolls 
Buttered Butternut Squash (FS) or Buttered Broccoli 
Head Lettuce—French Dressing or Fresh Fruit Salad 
Apricot Brown Betty (F) or Fruit Cocktail (S) 


F ozen Orange Juice 
or Tomato Juice 
Whole Wheat Cereal or 
Ready-to-Eat Wheat 
Flake Cereal 
Scrambled E.gs 
Sausage 


wednesday | tuesday | monday | 


Chicken Noodle Soup 

Braised Yearling Liver (FS)—Onion Gravy (F) or Tamale Pie 
Mashed Potatoes (FS) 

Parsley Buttered Carrots (FS) or Buttered Lima Beans 
Congealed Fruit Cocktail or Sliced Cucumbers in Vinegar 
Fudge Cake—Fudge Frosting (FS; or Sliced Peaches in Syrup 


Grape Juice 

Roast Leg of Veal—Gravy (FS) or Beef-Rice Casserole 
Steamed Potatoes (FS) 

Buttered Asparagu: (FS) or Paprika Cauliflower 
Stuffed Celery or Banana Log Salad 

Apple Cobbler (F) or Apricots in Syrup (5) 


Frozen Orange Juice 


Pineapple Juice 


Vegetable Soup 


Roa t Lamb—Gravy (S) or Manhattan Meat Roll—Mushroom Sauce (F) 


Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings | 


> or Mixed Fruit Juice == Baked Ham—Brown Sugar and Mustard Glaze (F) 
m= | Oatmeal | or Creamed Chicken on Toast Points (5S) | Buttered Diced Potatoes (S) 
” | or Corn Flakes Mashed Sweet Potatoes (F) amd Orange Bran Muffins (F) _ Buttered Green Beans (FS or Whole Kernel Corn 
2  Soft-Cooked Eggs Buttered Peas (FS' or Buttered Beets | Waldorf Salad or Relish Piate Salad : 
= Pancakes—Syrup Cranberry Relish Salad or Green Salad—French Dressing Lemon Custard Ize Cream (FS) er Nectarines in Syrup 
Lazy Daisy Cake (F or Pear Halves (S) | 
Frozen Orange Juice Frozen Orange Juice Cream of Celery Soup 
> or Peach Nectar | Fried F let 0 Haddock—Tartar Sauce (F) or Cheese Souffle ‘S) | Tuna Loaf—Cream Sauce (FS) (no onions or Corned Beef—Mustard 
Malt Meal Cereal Mashed Potatoes | Escalloped Potatoes (FS) 
—_ or Raisin Bran Buttered Spinach (FS or Stewed Tomatoes Baked Acorn Sqvash (FS’ @r Seven-Minute Cabbage 
— C-real Chef's Solad—French Dressing @r Spiced Crabapple Salad Vegetable Cottage Cheese or Citrus Salad 
Poached Eggs Peanut Butter Cookies (FS) er Kadota Figs _ Gingerbread with Hard Sauce (F) or Fruit Cocktail (S) 
Frozen Orange ‘vice Mixed Fruit Juice | Cream of Potato Soup 
> or Stewed Prunes == Roast Beef—Gravy (S) or Beef Stew (F) Roast Shoulder of Veal—Gravy (FS) or maton 
a Whole Wheat Cerealor Baked Noodles (S) amd Blueberry Muffins | Browned Whole Potatoes 
> Ready-to-Eat Malt Buttered Asparagus (FS) er Dutch Greens Julienne Carrots (FS Lemon Buttered Brocco’ (F) 
Ss Flake Cereal Rosy Pear Salad or Green Salad—Russian Dressing _ Fresh Fryit Salad er Sliced Tomatoes and Onions 
“ Scrambled Eggs _ Hunter's Pudding (F) or Peach Halves (S) Jelly Roll (FS) or Bive Plums 
| Honey Buttered Toast | 
Orang? Juice | Vegetable Soup | Apricot Nectar 
=“ or Grapefruit Halves —s Fried Chicken—Cream Gravy (F) or Broiled Steak (S | Baked Pork Chop—Gravy or Creamed Chipped Beef on vom (FS) 
5 Farina er Bran Flake Mashed Potatoes (FS) amd Hot Rolls (F) Steamed Rice 
. Cereal Buttered Peas (FS) or Cauliflower Polonnaise Green Beans (Salt Pork) (FS) or Stewed Apples 
> Poached Eggs _ Cherry Nut Gelatin Salad or Stuffed Celery Chef's Salad—1000 Island Dressing 
Bacon Butterscotch Sundae (FS) or Apricots or ‘Sliced Orange Salad—Cream Cheese Rosette 
Quick Coffee Cake Coconut Macaroons (F or Pear Halves (S' 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


item, Specifications, Amounts & Ne. of ‘Servings 


| 
3 BEEF ‘FISH Onions, Green Bunch 1 doz 
Brisket, Corned U. S. Good 10 Ibs. - 30 | Haddock Fillets, skinless 25 Ibs. 100 Parsley Bunch 1 doz 
Butt, Bottom (B.2.1.) U.S Choice 35 Ibs. 105 | Potatoes, Sweet Hamper 50 Ibs. 
| Chipped Beef, Dried Good 2 Ibs. 20 Potatoes, White ‘Bag No. | 300 Ibs. 
& | Frankfurters All beef, 8—1 Ib. 10 tbs. 40 | Fowl (Eviscerated) Grade A,5tb.av. Ibs. Radishes Bunch 1 doz 
| Ground Beef U.S. Good, 5 Ib. pkg. 30 tbs. Fryers (Eviscerated) Grade A, 2/2 tb. av. 60 Ibs. 100 squash, Acorn 20 Ibs. 
— | Liver Steer, sliced 20 Ibs. 80 Squash, Butternut 20 Ibs. 
= Steaks, Sirloin Butt U. S. Choice, cesses Tomatoes Repacked (5 x 6) 60 Ibs. 
| om. Apples Jonathan, 113s 1 box | 
Steak, Swiss U.S. Good, 4 0z. each 25 tbs. 109 | Pananas | FROZEN FRUITS 
Stew U. S. Good 40 tbs. 209 | Cranberries 10 Ibs. Orange Juice Con., 32 oz.con cans 384 
= Grapefruit _Seedless, 70s ] crate | 
ae LAMB Grapes Emperor 28 Ibs. @ | FROZEN VEGETABLES 
Leg (B.R.T.) U.S. Good, yearling 6 lbs. 18 | Cuts; 2% tb. pkg. 45 Ibs. 270 
bs PORK Pears Box, 120s 1 box | Beans, Green Cuts, 2) Ib. pkg. 30 Ibs. 180 
Bocon (sliced 24-26—1 Ib. 12 Ibs. 144 |-Pineapple, Fresh Box, 24s 6 only Green Julienne, 2/4 Ib. pkg. 15 tbs. 90 
Chops, Loin Grade A, 4 0z. each 20 tbs. 80 | Beans, Lima ey green, 
E | Ham (Pullman) Ready-to-eat 30 Ibs. 90 FRESH VEGETABLES | 2/4 Ib. pkg. 2% Ibs. 15 
Loin (Boneless) Grade A, 10-12 Ibs. 30 lbs. 90 | Cabbage Bag 50 Ibs. _ Broccoli Stems and buds, 
3 Sausage Links 12—1 Ib. 15 tbs. 60 | Carrots Topped, bag 50 Ibs. | 2% Ib. pkg. 17% Ibs. 105 
Celery Pascal, 30s 1 crate Cauliflower Buds, 2% Ib. pkg. S ibs. 30 
| VEAL Cucumbers 1 doz. Collards 2% tb. pkg. 2% Ibs. 15 
r w= Cutlets U. S. Good, 4 oz. each 25 Ibs. 100 | Lettuce Head, 48s 2 crates | Peas 2% Ib. pkg. 30 Ibs. 180 
Leg (B.R.T.) U. S. Good 30 Ibs. 90 | Okra 5 Ibs. | Spinach Chopped, 2'4 lb. pkg: 30 Ibs. 180 
Shoulder (Boneless) U.S. Good 30 Ibs. 90 | Onions, Dry Yellow, bag 50 Ibs. | Vegetables, Mixed 21 Ib. pkg. 2% lbs. 15 
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3rd WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU—prepared by Louise M. Miears, assistant administrative 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) dietitian, Baylor University Hospital, Dallas, Tex. 
| 

| breakfast moon night 
Frozen Orange Juice =| Apricot Nectar Cream of Chicken Soup 
| or Grape Juice | Roast Lamb—Gravy (S) or Stuffed Peppers—Tomato Sauce (F) Braised Yearling Liver—Vegetable Gravy (FS) or Beef Pie—Pastry Topping | | 
Whole Wheat Cereal or Creamed Potatoes (FS) Mashed Potatoes (FS) 
}. Raisin Bran Cereal © Buttered Mashed Squash (S) or Dutch Greens (F) Buttered Asparagus (FS) or Whole Kernel Corn 
| | Fried Eggs _ Canned Fruit Salad—Honey Dressing er Head Lettuce—french Dressing Chef's Salad—1000 Island Dressing or Spiced Crabapple Salad : 
| Bacon Baked Apples (F) @r Blue Plums (5) Orange Sherbet (FS) or Apricots : 
Frozen Orange Juice Cream of Asparagus Soup | Grape Juice ) 
or Pear Nectar Roast Shoulder of Veal—Gravy (S) or Salmon Croquettes—Cream Sauce (Ff) | Smothered Steak (F) or Cheese Souffle (5) : 
Farina @r Corn Flakes Escalloped Potatoes (FS) O'Brien Potatoes and Biscuit (F) ; 
Scrambled Eggs Buttered Carrots (S) or Buttered Broccoli (F) Buttered Spinach (FS) or Parslied Cauliflower ; 


Honey Buttered Toast Sliced Tomatoes @r Fresh Fruit Salad | Jellied Applesauce Salad or Relish Plate 
_ Tapioca Pudding—Cherry Garnish (FS) or Kadota Figs Butterscotch Brownies (F) ~ Cocktail (5) 


Frozen Orange Juice Grapefruit Juice Consomme 


’ or Tomato Juice Roast Beef Au Jus (S) or Italian Spaghetti (F) Roast Turkey—Gravy (FS)—Dressing (F) or Barbecued Spareribs 
| Rolled Wheat Cereal Baked Potatoes (S) amd Hard Rolls (F) _ Mashed Potatoes (FS) and Hot Rolls (F) 
or Ready-to-Eat Buttered Green Beans (FS) or Fried Okra Baked Acron Squash (FS) @r Buttered Mixed Vegetables 
Rice Cereal Green Salad—Russian Dressing or Citrus Salad Cherry Nut Gelatin Salad or Coleslaw ; 
Soft-Cooked Eggs Graham Cracker Pudding (F) or Sliced Peaches (S) _ Banana Cake (FS) or Pear Halves 


Quick Coffee Cake | 


Frozen Orange Juice Pineapple Juice Cream of Potato Soup 
or Grapefruit Halves | Country Fried Steak—Gravy (F) or Braised Beef Cubes (S) Baked Pork Chop—Gravy (F) or Creamed Tuna on Toast Points (5) 
Farina or Ready-to-Eat Au Gratin Potatoes (FS) Steamed Rice (F) 
Flake Cereal Buttered Peas (FS) or Baked Eggplant Buttered Asparagus or Stewed Tomatoes (FS) 
Poached Eggs Head Lettuce—Green Pepper Ring Garnish—Roquefort Dressing Chef's Salad—french Dressing or Fresh Fruit Salad - 
Sausage or Waldorf Salad | Fresh Peach Shortcake (F) or Kadota Figs (S) 


Strawberry Ice Cream (FS) @r Apricots ) 


| thursday | wednesday | tuesday | monday | 


| Frozen Orange Juice Vegetable Soup Apple Juice 
| or Sliced Bananas Baked Salmon Steaks—Lemon (FS)—Tartar Sauce (F) | Macaroni and Cheese (FS) or Roast Leg of Veal—Gravy 
= _ Malt Meal Cereal or Baked Veal Cutlet-—Gravy Hash Browned Potatoes and Cornbread > 
s | or Frosted Flakes Parsley Buttered Potatoes (FS) _ Buttered Spinach (FS) or Blackeyed Peas — 
w= | Scrambled Eggs | Julienne Carrots (FS) er Harvard Beets Sliced Tomatoes and Onions or Cinnamon Apple Rings = 
| _ Relish Plate or Banana Log Salad Ranger Cookies (FS) or Fruit Cocktail =x 
| | Bread Pudding—Lemon Sauce (F) or Blue Plums (5) | 
© 
| Frozen Orange Juice Cream of Pea Soup | Mixed Fruit Juice ; 3 
a | or Pineapple Juice Fried Chicken—Cream Gravy (F) or Creamed Chipped Beef on Rusk (S) Pot Roast of Beef—Gravy (FS) or Frankfurters in Blankets—Mustard — 
_ Whole Wheat Cereal or | Mashed Potatoes (F) Steamed Potatoes (FS) 
> | Ready-to-Eat Malt Green Beans (Salt Pork) (FS) or Cauliflower Polonnaise Buttered Zucchinni Squash (FS) or Buttered Broccoli ; 5 
Ss Flake Cereal Green Salad—Roquefort Dressing er Citrus Salad Head Lettcue —Russian Dressing or Mixed Fruit Salad : o 
“ | Soft-Cooked Eggs Fresh Cherry Cobbler (F) or Peach Halves (S) Applesauce Cake (F) or Pear Halves (5) i 
| Cinnamon Toast | | 
| Frozen Orange Juice | Philadelphia Pepperpot Soup | Lemonade a, 
>. | or Stewed Prunes Baked Ham—Fruit Sauce (F} or Tuna Casserole (S) | Swiss Steak or Baked Veal Cutlet-—Gravy (FS) , < 
=] | Oatmeal or Shredded Candied Sweet Potatoes (F) amd Orange Bran Muffins (F) Buttered Diced Potatoes (FS) ’ z 
: | Wheat Cereal Buttered Asparagus (FS) or Stewed Apples _ Buttered Peas (FS) er Buttered Carrots : 
4 | Scrambled Eggs Goldenglow Gelatin Salad or Stuffed Celery _ Tossed Vegetable Salad—french Dressing or Fresh Fruit Salad 
Bacon Chocolate Sundae (FS) or Apricots icebox Cookies (F) or Blue Plums (5) 
Waffles—Syrup 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet ‘ Bread, butter and a choice of beverages are to be included with each meal. 1 
__ Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings | : 
3 | BEEF } FISH Onions, Green Bunch 1 doz. : 
| Chipped Beef, Dried U. S. Good 2 Ibs. 20 | Salmon Red, steaks, Parsley Bunch 1 doz. 
4 _ Frankfurters All beef, 8—1 Ib. Sibs. 20 5 oz. each 20 Ibs. 60 | Peppers, Green Medium size 6 doz. 
| Ground Beef U.S. Good, 5 Ib. pkg. 20 Ibs. 80 Potatoes, Sweet - 
Liver Steer, sliced 20 Ibs. 80 Potatoes, White ag No. “Tbs. 
| Roast, Sirloin (B.R.T.) U. S. Choice Bunch 1 doz. 
| Round (Bottom) U.S. Good 30 Ibs. 99 | fryers (Eviscerated) Grade A, 21 Ib. av. 60 Ibs. 100 Squash, Acorn 30 Ibs. 90]. 
3 Steaks, Cubed U. S. Choice, FRESH FRUITS Squash, Zucchini 20 Ibs. 90] | 
- 4 oz. each 50 Ibs. 200 | Apples Jonathan, 113s _ 1 box Tomatoes Repacked (5 x 6) 60 Ibs. 
_ 3 Steaks, Swiss U.S. Good, 4 oz. each 10 tbs. 40 | Apples Roman Beauty, 72s 1 box FROZEN FRUITS 
a Stew U. S. Choice 10 Ibs. Bananas Ripe 30 Ibs. Cherries Sour, pitted, 8 Ib. can 16 Ibs. 
| = Grapefruit Seedless, 70s 1 box Orange Juice Con., 32 oz. can -12 cons 384 | | 
7 oe a LAMB Grapes Emperor 28 Ibs. Peaches Sliced, 8 Jb. can, | 
| 3 Leg (B.R8.T.) U.S. Choice, yearling 6 tbs. 18 | Lemons 1 doz. 5-1 sugar 16 Ibs. a 
PORK 1 box FROZEN VEGETABLES 
| pocon (Sliced) 24-26—1 Ib. Asparagus Cuts, 2% tb. pkg. 32% Ibs. 145 
| <= Chops, Loin. Grade A, 4 0z. each 25 tbs. 100 FRESH VEGETABLES Beans, Green Cuts, 2'% Ib. pkg. 30 Ibs. 180] | 
- = Ham (Pullman) Ready-to-eat 30 Ibs. 90 | Cabbage Bag 50 Ibs. Broccoli Stems and buds, ~ ! 
7 * Sausage Links 12—1 Ib. 20 Ibs. 80 | Carrots Topped, bag 50 Ibs. 2// Ib. pkg. 17% Wes. 185 ; 
~ @ | Spareribs Grade A, 3—1 Ib. 10 Ibs. 10 | Celery Pascal, 30s 1 crate Cauliflower Buds, 24 Ib. pkg. Sibs. 30] 
3 | Cucumbers 1 doz. Greens, Mixed 2'4 Ib. pkg. 15 tbs. 90] 
7 3 | VEAL Eggplant 3 only Peas 2% Ib. pkg. 30 Ibs. 180] 
7 © | Cutlets U.S. Good, 4 oz. each 40 Ibs. 160 | Lettuce Head, 48s 2 crates Spinach Chopped, 2/4 Ib. pkg. 30 tbs. 180 
Leg (B.R.T.) U. S. Good 10 Ibs. 30 | Okra 3 Ibs. Squash, Winter 1 Ib. pkg. 2 Ibs. 12 
Shoulder (Boneless) U.S. Good 10 Ibs. 30 | Onions, Dry Yellow, bag 50 tbs. Vegetables, Mixed 21 Ib. pkg. 2% tbs. 15 
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Service 


You, our readers, are the most important 
facts in our publishing lives! Serving you 
is our most important function. And we 
value an impartial measure of how well 
we do serve you. 


Our membership in the Audit Bureau of 
Circulations* brings us that measure. 
Once each year, an experienced A.B.C. 
auditor calls at our office to review and 
report on your new and renewal subscrip- 
tions. That auditor examines all our 
books and records to develop the solid 
numerical facts about the circulation 
progress that only your satisfaction and 
your liking for our publication make 
possible. 


A.B.C.’s_ precise examination directly 
benefits you, and all our readers. Adver- 
tisers prefer magazines read by a worth- 
while audience. And when advertisers buy 


_ space in our pages to tell you about their 


goods and services, they pay much of our 


total expense. 


Because the A.B.C. audit proves your 
purchases of our publication and thus 
wins advertiser attention and confdence, 
we earn the substantial amounts money 
needed to make every issue more interest- 
ing and more helpful. 


HOSPITALS, by virtue of your support. 
has the highest paid circulation to the hos- 
pital field. And so our circulation success, 
when measured and verified by A.B.C., 
helps us to bring you a full measure of 
editorial value throughout the year. 


*The Audit Bureau of Circulations, founded in 


.1914 to bring order out of circulation chaos, 


is @ cooperative, nonprofit association of 
leading buyers and sellers of advertising 
space in the United States and Canada. 
A.B.C. sets paid circulation standards, audits 
and reports circulation facts. The A.B.C. 
symbol marks circulation integrity. 
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Aersonnel changes 


@ EDWARD S. BARON has been ap- 
pointed administrator at New Mil- 
ford (Conn.) Hospital. He was 
formerly comptroller and office 
coordinator at Charlotte Hunger- 
ford Hospital, Torrington, Conn. 


@ CHARLES BECKER JR. has been 
appointed administrator of Burn- 
ham City Hospital, Champaign, 
Ill. He was formerly administrator 
of Davidson County Tuberculosis 
Hospital, Nashville, Tenn. 


ROBERT GuY BLACKWELDER, 
M.D., has been appointed superin- 
tendent of Western State Hospital, 
Hopkinsville, Ky. He was formerly 
superintendent of the Andrew 5S. 
Rowan Memorial Home, Sweet 
Springs, W. Va. 

Dr. Blackwelder sutceeds MIL- 
TON M. GREEN, M.D., who has been 
acting superintendent of the hos- 
pital since June. Dr. Green will 
remain at the hospital as a staff 
physician. 


@ ERNEST G. CASASSA has been ap- 
pointed administrator of Visalia 
(Calif.) Municipal Hospital. For 
the past 14 years he has been in 
executive and management posi- 
tions in California. 


@ EDWARD J. FITZGERALD has been 
appointed assistant administrator 
of Good Samaritan Hospital, Day- 
ton, Ohio. He is a recent graduate 
of the St. Louis University pro- 
gram in hospital administration. 


@ RAYMOND FLEETWOOD has been 
appointed administrator of Fair- 
field (Ill.) Memorial Hospital. He 
was formerly administrator of the 
Jersey Community Hospital, Jer- 
seyville, Ill. Mr. Fleetwood is a 
graduate of the University of 
Toronto program in hospital ad- 
ministration. 


@ Louis E. GORDON has been ap- 
pointed assistant director of the 
Edward” W. Sparrow Hospital, 
Lansing, Mich. succeeding DON- 
ALD H. POUND, who has accepted 
a post as instructor in the Michi- 
gan State University course in 
hospital administration. 

Mr. Gordon holds a master’s 
degree in institutional manage- 
ment from Michigan State Uni- 
versity. 
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@ Roy C. House has been ap- 
pointed superintendent of Wesley 
Hospital and Nurse Training 
School, Wichita, Kans. He was 
formerly administrator of Marion 


(Ind.) General Hospital. Mr. House | 
‘is a graduate of the Northwestern 


University program in hospital ad- 
ministration. 


@® MALCOLM D. MAcCCOUN has been 
appointed assistant administrator 


of St. Mary’s 
Hospital, Grand 
Rapids, Mich. 


He was form- 
erly associate 
director of 
Hackley Hospi- 


tal, Muskegon, 
Mich. 
Mr. MacCoun 
is a graduate of | — 
MR. MacCOUN 


ern University 
program in hospital administra- 
tion. 


@ ALFRED MULLER JR. has been ap- 
pointed assistant administrator of 
the General Hospital of Everett 
(Wash.). Mr. Muller was formerly 
administrative assistant at St. 
Francis' Memorial Hospital, San 
Francisco. He is a graduate of the 
University of California program 
in hospital administration. 


@® BENEDICT NAGLER, M.D., has 
been appointed superintendent of 
Lynchburg Training School and 
Hospital, Colony, Va. He was 
formerly chief of the neurology 
division at the Veterans Adminis- 
tration central office, Washington, 


@ ALBERT L. OLSEN, M.D., has been 
appointed manager of the Veterans 
Administration Hospital, Knox- 
ville, Iowa. He was formerly di- 
rector of professional services at 
the VA Hospital, Battle Creek, 
Mich. 


@ W. I. PRICHARD, M.D., has been 
appointed superintendent of the 
Petersburg (Va.) Training School 
and Hospital. 


@ CAPT. CHARLES M. SANDERS has 
been appointed executive officer, 
Office of the Surgeon, Headquar- 
ters, 35th Air Division, Dobbins 
Air Force Base, 
formerly executive officer of the 


Ga. He was 


Air Force (ivspital at Thule, 
Greenland. Capt. Sanders is a 
graduate of the National Naval 
Medical Center program in hospi- 
tal administration. 


@ SISTER M. DECHANTAL has been 
appointed administrator of Naza- 
reth Hospital, Mineral Wells, 
Texas, succeeding MOTHER M. 
BLANCHE, who will devote herself 
to the duties of mother superior. 

Sister DeChantal was formerly 
administrator of St. Mary of Naza- 
reth Hospital, Chicago. She is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 


@ SISTER M. THERESA, O.S.F., has 
been appointed administrator of 
St. Joseph’s Hospital, Joliet, 
She was formerly director of nurs- 
ing at Queen of Angels Hospital, 
Los Angeles. 

Sister Theresa succeeds SISTER 
M. URBANA who is now stationed 
at St. Anthony’s Hospital, Chicago. 


@ RoGER S. STARN has been ap- 
pointed assistant administrator of 
St. Luke’s Hospital, St. Paul. He 
was formerly assistant -adminis- 
trator of Good Samaritan Hospi- 
tal, Portland, Ore. 

Mr. Starn is a graduate of the 
University of Minnesota course in 
hospital administration. 


@ EuGENE E. TILLOCK has been ap- 
pointed assistant administrator at 
Highland View Hospital, Cleve- 
land. He was 
? formerly ad- 
ministrative as- 
sistant to the 
psychiatrist in 
chief at Payne 
Whitney Psy- 
chiatric Clinic, 
New York. 

Mr. Tillock 
succeeds JOHN 
CARTMELL who 
is now adminis- 
trator of Suburban Community 
Hospital, Warrensville, Ohio. 


MR. TILLOCK 


@® Henry L. VoGL, M.D., has been 
appointed manager of the Veterans 
Administration Hospital, Minne- 
apolis, succeeding JOHN A. SEA- 
BERG, M.D., who retired. Dr. Vogl 
was formerly director of profes- 
sional services at the VA Center, 
Wood, Wis. 
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R-MADE FOR HOSPITAL 

| 
We asked hospitals—just like yours—what features you would suggest for the 

_ perfect toilet soap. You said you wanted specially sized cakes . . . a special 
fragrance ... a hard-milled economical soap. And here it is—Colgate’s BEAUTY 


WHITE! The soap you asked for—and helped us create. Make your next order 
BEAUTY WHITE. Your patients will appreciate it. You'll save money! 


Packed unwrapped for your convenience. 11/2 oz.—300 in case, 3 0z.— 144 in case. 
Also available wrapped in 2-0z. size only—1,000 in case. 


* FINEST QUALITY SOAP * GIVES ABUNDANT LATHER IN ALL TYPES OF WATER * UTMOST IN ECONOMY 
* SAME BASE—SAME PLEASING FRAGRANCE—AS COLGATE’S FLOATING SOAP 


And For Your Private Pavilion—Mild FREE! Latest Edition Handy Soap and  oosmmmm 


and Gentle Palmolive Soap in its famous green Synthetic Detergent Buying Guide. Tells 

wrapper. Quick lathering, meets highest hospital § you the right product for every purpose. 

standards for purity, mild and easy on the skin. Ask your C.P. representative for a copy, 
_ Write for sizes and prices. or write to our Industrial Department. 


Colgate-Palmolive Company 


300 Park Ave., N. Y. 22, N.Y. * Atlanta 5, Ga. * Chicago 11, Ul. 
Kansas City 5, Kans. * Berkeley 10, Calif. 
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University of Mississippi Medical Center, Jackson, Mississippi. Malvaney, Naef, Overstreet, associated architects, Jackson; 
Landaver, Guerrero & Shafer, mechanical engineers, Dallas; Farnsworth & Chambers Construction Co., general contractor, Houston; 


One of five air conditioned student laboratories in this outstand- 
ing building. The provision of individual room control assures 
all-weather comfort and results in ideal conditions for student 
work and study. 


H. W. Lancaster & Sons, mechanical contractors, Memphis. 


Lit 


4 
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Each of 577 underwindow air conditioning units is individually 
controlled by a Johnson Heating-Cooling Thermostat and Water 
Valve. Proper control safeguards patient health and comfort, 


saves valuable staff time. ° 
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Johnson Pneumatic System Provides 
Year ’Round Climate Control for 
Modern Medical Center 


In the University of Mississippi Medical Center, 
year ’round air conditioning benefits patients, staff 
and students alike. Throughout this modern build- 
ing...in operating rooms, special treatment rooms, 
laboratories, lecture rooms, nursing wings, offices 
and other areas...a specially designed Johnson 
Pneumatic Control System consistently maintains 
the exact temperatures and humidities required for 
every purpose. 


To produce these ideal conditions, the control sys- 
tem directs the operation of a system of 577 under- 
window type air conditioning units in perimeter 
rooms of the building and 34 central fan air con- 
ditioning systems serving the interior areas. In 
addition, there are 14 Johnson controlled heating 
and ventilating systems to meet the specialized 
needs of the laundry, 
house. 


Proper zoning adds to ‘the flexibility and efficiency 


of the individual room control system. For example, 
the exterior rooms are zoned according to exposures. 
Each zone can be switched to heating or cooling 
- operation, as required, independently of the other 
zones. Of special importance also is the control 
of humidities in operating rooms for protection 
against static electricity and the complete safety 
of Johnson pneumatic instruments. 


PNEUMATIC SYSTEMS 


“mes DESIGN MANUFACTURE 
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equipment rooms and pent- 


CONTROL 


INSTALLATION © SINCE 1885 || | 


Johnson Pneumatic Control provides the finest in 
modern temperature regulation for every type of 
air conditioning, heating and ventilating system. 
Its unmatched flexibility satisfies every control 
requirement simply and efficiently. The accurate 
trouble-free operation of a Johnson Pneumatic 
Control System can add substantially to your 
hospital’s efficiency and keep your air condition- 
ing, heating and ventilating costs at a minimum. 


When you build or modernize, talk to your archi- 


- tect or engineer about the advantages of Johnson 


Pneumatic Control. Or call an engineer from a 
nearby Johnson branch. Johnson Service Company, 
Milwaukee 1, Wisconsin. Direct Branch Offices in 
Principal Cities. 


Behind the scenes is this Johnson summer-winter changeover switch- 
board in one of the fan rooms. Pneumatic control systems not only 
meet every need in modern buildings, but are the simplest to operate 
and easiest, most economical to maintain. 
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Legal matters of interest to the hospital field prepared by 


the law department of the American Hospital Association 


Hospital Payments and Religious Freedom 


Separation of church and state as provided for in 
the Ist Amendment to the VU. S. Constitution and 
applied to the states through the 14th Amendment 
was considered by the Pennsylvania Supreme Court 
in Schade vs. Allegheny County Institution 126 A 2d 
911 Pa., (1956). 

The plaintiff argued that payments by the state to 
denominational or sectarian institutions caring for 
delinquent, neglected, or dependent children tended 


toward governmental “establishment of religion.” . 
~ This objection was overruled on the analogy of the 


U. S. Supreme Court’s decision upholding the use of 
public tax funds for the transportation of pupils to 
and from sectarian schools. 

The plaintiff further alleged that the Pennsylvania 
Constitution banned state appropriations for sectarian 
institutions. The court stated that the cost of main- 
tenance of neglected children by the state or county 
is a governmental duty. Funds so expended are re- 
imbursement for the cost of room and board of the 
children and are, in legal effect, payments to the 
child and not to the institution. 

The court further stated that the state is not pro- 
hibited from doing business with denominational or 
sectarian institutions, nor from paying just debts to 
them; for example, payment of the bill of an injured 
employee to a sectarian hospital is permissible. 


Hospitals’ Use of Trust Funds 


What happens: when a hospital has received funds 
or property which must be devoted to a _ specific 
purpose and a change of circumstances prevents the 
continued use of the funds for that purpose? Does 
the hospital lose the funds? The answer depends 
upon the wording of the instrument by which the 
hospital obtained the funds as well as the local law. 
Two pertinent cases involving hospitals are illumi- 
nating. 

Zevely v. City of Paris, 298 S.W. 2d 12 (Ky., 1956) 
involved an agreement between a donor and the 
city as trustee for the hospital whereby the income 
from a $5000 trust (commencing in 1913) would be 
used to establish and maintain a room at the hos- 
pital in memory of the donor’s son. One of the 
conditions of the gift was that if the ‘“‘W. W. Massie 
Hospital should permanently cease to be used as a 
hospital, the $5000 isto be returned to [the donor] 
or her heirs’’. | 

In 1947 a new county hospital was constructed, the 
Massie Hospital building was sold and the proceeds 
of the sale were applied towards construction of the 
nurses’ home at the new hospital. A wing of the 


This material is not legal edvice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
censult @ member of the local bar. 


new hospital was designated “The W. W. Massie 


Memorial Hospital” and a room therein designated’ 


as the “Green Clay Jr. Memorial Room.” 

Courts generally try to uphold the validity of char- 
itable trusts. In this case the donor’s heir unsuccess- 
fully sought to recover the trust fund on the premise 
that the original hospital had ceased to exist. The 
court’s decision was based on the purpose of ‘the 
trust, namely to provide a free hospital room for 
needy young men, in the memory of the donor’s son. 
This purpose was being carried out by the new 
county hospital. It was not the hospital which was 
to benefit but the needy young men. Hence there 
was no breach of the trust. Two justices dissented, 
however, indicating that this was a close decision. 
They felt that the donor had clearly described the 
institution and premises to be benefited and that 
such hospital had ceased to exist. 

A Mississippi case reaches a different conclusion. 
There the donor had conveyed 240 acres of land to 
a children’s home society, provided the land was 
not sold or proceeds reinvested under penalty of 
becoming city property. The land was worked as a 
farm but substantial losses were incurred. Its value 
for commercial development increased, however, and 
the home desired to sell and reinvest the proceeds 
for exclusively charitable purposes. But this would 
mean divesting the property and vesting it in the 
city, according to the terms of the trust agreement. 

The children’s home requested application of the legal 
doctrine of ‘‘equitable approximation” which allows 
the substitution of one charity for another when the 
original charitable purpose becomes impracticable 
or impossible of fulfillment. The doctrine was held 
inapplicable in this situation, though, because the 


‘donor had specified how the property should be 


utilized in the event of failure of the original char- 
itable use. Therefore, the home had to decide whether 
to keep the property and use it for charitable pur- 
poses or give it up entirely to the city to be used 
as a public area. Mississippi Children’s Home Society 
v. City of Jackson, 93 So. 2d 483 (Miss., 1957). 

These cases illustrate the fact that hospitals which 
accept donations constituting a charitable trust and 
providing for a loss of the trust funds or trust prop- 
erty upon the happening of certain events risk 
losing such income or property if the conditions of 
the trust instrument cannot continue to be met. 


Unqualified Acts of Nurses 


In those hospitals having no resident medical staff 
or interns, nurses are sometimes called upon to per- 
form duties which, in larger hospitals, are ordinarily 
assigned to physicians. If the result is unsatisfactory, 
is the hospital liable in a negligence action for 
allowing nurses to go beyond their proper function? 

(Continued on page 132) 
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“Now our nurses can't get lost in paper-work!~ 


Yes ... the administrator’s pretty proud of 
himself. And rightly so! It’s not every day you 
get to make a statement like that. Especially 
to new board members! ; 


They’re impressed all right. They know the. 


value of nursing ‘time. And, like the adminis- 
trator, they know it shouldn’t be wasted’ push- 
ing pencils. But how else can a nurse initiate 
her requests for service ... how else can she 
create the facts and figures so necessary to 
sound administration ? 

This administrator found the answer in 
McBee Keysort punched-card controls! Today, 
Kevsort Requisition-Charge Tiekets furnish 
him with fast, accurate, complete analysis of 
income and service-department output... 


reduce the burden at nursing stations to a 
minimum through less writing, fewer forms, 
increased accuracy. Using the new, designed- 


_for-hospitals Keysort Data Punch, nurses now 


imprint and code-punch pertinent information 
in one operation ... prepare requisition, work- 
order record, service-department copy and 
Keysort charge ticket at the same time. 

Keysort Requisition-Charge Tickets not only 
simplify and reduce your nurses’ paper-work 

. . they are easy to handle in the service 
departments, ensure promptness and accuracy 
in posting charges. Here is the modern way to 
better patient care. The nearby McBee man can 
show you how it’s done. Why not phone him, 
or write us? 


Better patient care through administrative controls 


ROYAL MCBEE Corporation, Port Chester, N. Y. 
Offices in principal cities. In Canaca: The McBee Company, Ltd., 179 Bartley Drive, Toronto 16. 
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NEWS 


WASHINGTON REPORT 


Need for 900,000 Additional Beds Seen 


The latest summary of requirements under the state plans approved 
for the Hill-Burton hospital construction program shows that almost 2 
million hospital beds are needed throughout the nation. 

Existing and acceptable beds number 1,100,427 at present, with 
888,734 additional beds needed. Another 188,928 existing beds are listed 
by state agencies as “nonacceptable” because of fire and health hazards. 


Existing Beds or Units 


Additional Needed 


Non- 
Type of Accept- accept- Rate per Total 
Service Total able able Number 1,000 pop. Needed 
INPATIENT CARE (Beds) 
All Categories 1,506,283 1,208,032 298,251 1,186,123 7.18 2,390,993 
Hospitals 1,289,355 1,100,427 188,928 888,734 5.38 1,985,999 
General 623,168 - 548,040 75,128 184,334 1.12 731,796 
Tuberculosis 90,260 80,638 9,622 _ 40,648 .25 120,330 
Mental 524,533 427 A04 97,129 400,002 2.42 825,778 
Chronic 51,394 44,345 7,049 263,750 1.60 - 308,095 
Nursing Homes 216,928 107,605 109,323 297 ,389 1.80 404,994 
OUTPATIENT CARE (Units) 
All Categories 9,275 5,981 917 3,960 xx 9,047 
Public Health Centers 1,960 1,960 xx 2,507 xx 4,467 
> Primary 926 926 XX 1,478 Xx 2,404 
Auxiliary 1,034 1,034 xx 1,029 XX. 2,063 
Diagnostic or Treat- 
ment Centers 5,934" 3,055 686 1,208 xx 4,263 
Rehabilitation Facilities 
All Types 1,381° 966 231 Xx KX Xx 
Comprehensive 72 72 — 245 xx 317 


*Including facilities unclassified as to acceptability. 


The Public Health Service, 


- which released these figures, said 


estimates are based on the vari- 
ous state ratios under the Hill- 


Burton program and reflect those ~ 


ratios. In their latest: reports, 
almost all the states based their 
estimates on population statistics 
as of July 1955 or earlier. 

Public Health Service estimates 
of 888,734 additional beds needed 
today compares with the 908,441 
additional beds needed in 1948 at 
the start of the Hill-Burton pro- 
gram. In 1955, the states reported 
a need of 838,745 more beds. 

By far the greatest need seen 
by the states is in mental hos- 
pitals where 400,002 more beds 
are required to bring the total 
number of such beds in the coun- 
try to 825,778. 

A general summary of hospital 
beds and outpatient units through- 
out the states and territories, ex- 
cluding federal facilities, is given 
in the chart (see left) based on 
state plans approved under the 
Hill-Burton program as of July 1. 


Proportion of Aid Payments Down, Total Up 


Although the total cost of all public assistance categories has climbed 
to new heights largely because of population growth, public assistance 
payments, in relation to the gross national product, are on the decline. 
This was disclosed in a recent Department of Health, Education, and 


Welfare report. 

During the past five years the 
proportion of the gross national 
product devoted to public assist- 
ance, which includes vendor pay- 
ments for health care, fell from 
93 cents per $100, to 75 cents per 
$100. 

In addition to general popula- 
tion growth, population increases 
have been particularly marked 
among the older and younger age 
groups which need public assist- 
ance. 

As a result, the total number 
of old-age assistance recipients 
has gone down only slightly in 
recent years, but there has been 
a “substantial decline” in the pro- 
portion of the aged receiving such 
assistance. When in the autumn of 
1950 old-age assistance caseloads 


120 


first began to drop, 23 out of every 
100 persons age 65 and over re- 
ceived assistance. Today the ratio 
is down to 17 per 100. 

States which have had estab- 
lished medical care programs re- 
port that the ratio of medical care 
costs to the total costs of public as- 
sistance is going up. By reason of 
the 1956 federal medical care 
amendments, another 21 states be- 
came eligible July 1 for the first 
time for federal matching of med- 
ical care vendor payments in one 
or more of the categories of public 
assistance. 

No figures are available on the 
program since the amendments 
went into effect, but the latest sta- 


tistics, June, show that among the 


four categories of public assistance 


recipients, the highest vendor pay- 
ments for medical care were made 
for persons permanently and to- 
tally disabled. The average ven- 
dor payment was $8.38 for the 46 
states which operate programs in 
this category. The average cash 
payment by states to these sitctic 
ents was $51.27. 

The category for which the next 
highest vendor payments for med- 
ical care were made last June was 
the needy aged. These payments 
averaged $5.73 among the states; 
$53.28 was the average cash pay- 


ment to the aged. For both aid | 


to dependent children (per fam- 


ily) and aid to the blind, the 


average state vendor payment in 
June was $3.82. This compares to 
average money payments of $92.83 
for dependent children and $60.27 
for the blind. 

During the entire calendar year 
1956, vendor payments for the 
medical care of all public assist- 
ance and general assistance recipi- 
ents was 9.4 per cent of all public 
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TO ‘HOSPITAL ADMINISTRATOR. WHO K NOWS 


Who could know better than you the effect of 
warm, kindly, human feeling for your patients? 
Works wonders, doesn't it? And somewhat -dis- 
couraging to consider the distance today’s larger, 
better facilities and new duties have put between 
most administrators and the patients! Fortunately, 
good public relations can help bridge the gap. The 
Hollister Inscribed Birth Certificate at right, for 
example, brings the administrator closer to new 


parents, builds good will. 


MERCY HOSPITAL 


MIAMI. FLORIDA 


Certificate of birth 


Shi erties sa 
was born to 


in this Hospital at o'clock, .m. on 
of 


InWitness Whereof the sad Hospital has caused this Ww 
be signed by ws duly authorized officer, and ss Offitsal Seal to be 
hereunto affixed 


| 


Teel 


Your presentation of the strikingly beautiful, heirloom quality Hollister 


Certificate is a token of friendliness parents don’t forget. Each Certificate 
is a work of art —LithoGraved®on diploma parchment. Yet the cost is 
low. Request FREE ‘57 Portfolio with the new ribboned samples. 


FRANKLIN C. HOLLISTER CO., 833 N. Orleans St., Chicago 10, Il. 
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hich of these bed sign 
reminders are needed most 


é 


ae 


often in-your hospital? 


Those Hollister Reminders below are among 
the ones ordered most often by hospitals using 
Hollister Bed Signs. Look them over. All are 
clearly printed on plastic coated, durable card 
stock in a variety of colors. The beautiful Hol- 


lister Bed Sign (above) and Wall Rack (at 


right, below) complete the system. Over 100 
Reminders (shown actual size at right), and a 
wide variety of Bed Signs, Racks and Room 
Warning Signs are described in a colorful new 
16-page book, Beautiful Bed Signs — yours 
FREE for the asking. Send for it. 


CARD CARD CARD 

TITLE COLOR NUMBER TITLE COLOR NUMBER TITLE COLOR NUMBER 
Absolute Rest .......... red 8502 | Feed Patient green 8570 | O.R. in Morning ......... green 8556 
Bathroom Privileges ..green 8567 Flat in Bed red 8588 Pre-operative ......... green 8557 
Bed Bath gray 8582 Force Fluids _............... yellow 8522 | Radium ...... blue 8543 
Bed Patient gray 8581 For Surgery &............... green 8565 | Restrict Fluids _............ yellow 8524 
Bed Rest .. gray 8572 | Fractional Urine .......... yellow 8852 Save All Urine ............. yellow 8526 
BMR . green 8550 Hard of Hearing ......... yellow 8537 Save Sputum 
BMR in Morning ......... green 8551 | Hold Breakfast .......... red 8505 Specimen yellow 8854 
BP Every Hour ........... yellow 8538 Holy Communion ....... gray 8575 Save Stool Specimen yellow 8529 
Clinitest AM PM ......... yellow 8521 | Ice Chips Only ........... buff 8591 | Save Urine Specimen..yellow 8525 
Clinitest Every Intake and Output .... yellow 8523 | Side Rails gray 8580 

Specimen yellow 8530 | Isolation red 8506 | Special Diet green 8559 
Clinitest 30 min. A.C....yellow 8532 Keep Bed Flat ............ green 8872 | Special Tests green 8560 
Complete Bed Rest ...gray 8584 Keep Flat red 8517 | Stool and Needle 
Delay Tray gray 8574 Keep Restrained ......... red 8803 Precaution red 8807 
Do Not Change Liquids Only buf 8592 | Strain All Urine ....... yellow 8533 

Position of Bed ....... red 8812 | Strict Isolation .......... red 8516 
Do Not Disturb _.......... red 8802 No Cigareties or To Laboratory ............. green 8877 
Do Not Disturb—BMR..green 8552 Matches at Bed Side_red 8804 | To X-Ray green 8564 
Do Not Disturb—EKG..green 8553 No Fluids buff 8596 | 24 Hour Sputum ......... yellow 8856 
EKG in Morning ......... green 8554 red 8518 24 Hour Urine 
Encourage Fluids ......... yellow 8534 | No Smoking—Oxygen..red 8515 Specimen yellow 8531 
Family Only red 8504 | No Visitors red 8514 | Up in Chair : green 8566 
Fasting Blood Work ...red 8589 Nothing By Mouth ..... red 8509 X-Ray Treatment _...... blue 8544 


Need a supply now? Order by number. 


If your staff is now enjoying the convenience 
of Hollister Bed Signs, you may need addi- 
tional Reminder Cards. And you may be ready 
for the larger 18-peg Rack shbwn at right. 
Just jot down card titles, ordeg numbers and 
quantities needed on your owff stationery, or 
on a post card. If you havef’t yet seen these 


beautiful Bed Signs, order the $3.50 Bed Sign 
Demonstration Kit (above), with Reminder 
Samples. Be sure to request the informative 16- 
page book, Beautiful Bed Signs, that pictures 
and describes this modern reminder system. 
We'll include, also, a price list showing dis- 
counts and FREE Wall Rack offer. 
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Big 18-peg Rack, only 
$12.50. Hollister reminder 
cards, 50¢ per dozen, 30¢ per 
l4 dozen. Order by title and 
number, indicating quanti- 
ties of each. Write for 16- 
page book, Beautiful Bed 
Signs. This colorful book 
pictures and explains the 
system, lists over 100 Re- 


‘minder Card titles, shows 


prices and discounts. 


FTC) EAS FRANKLIN C. HOLLISTER CO. 833:N. ORLEANS $T., CHICAGO 10, ILL. 
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Only $3.50 brings you the Bed Sign Demonstration Kit, including this 4-slot Sign and sample reminders. 
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assistance expenditures. Total ex- 
penditures, including federal, 
state, and local funds, was $2.8 


billion in 1956 with medical ven-- 


dor payments constituting $269,- 
105,000 of this. 

Minnesota spent 32.1 per cent 
of assistance expenditures on ven- 
dor payments in 1956, the highest 
rate of expenditure by a state. 
Massachusetts spent 27.3 per cent; 
Nevada 26.9 per cent; and Illinois 
26.8 per cent. Largest amount in 
funds used for vendor payments 
for medical care was the $47.9 mil- 
lion paid by the state of New York, 
but this was only 18.3 per cent of 


New York’s total public assistance 


expenditures. 

The following chart shows the 
_ amount of public assistance ex- 
penditures in calendar 1956, by 
the states using vendor programs, 
which went toward vendor pay- 
ments to recipients under the 
four categories: 


Total 


Assistance 
Including Vendor Per 
Vendor payments Cent of 
Payments for Total 
for Medical Medical Assist- 
Care. Care ance 
Permanently 
and Totally 
Disabled 4 176,204,000 $ 26,062,000 14.8 
Needy 
nea 1,670,966,000 141,918,000 8.5 
The Blind 76,818,000 3,892,000 5.1 
Dependent 
Children 659,720,000 


24,833,000 3.8 


HEW OFFICIALS DISCUSS HEALTH ISSUES 


Mid-September  speeches’_ by 
two top Department of Health, 
Education, and Welfare officials fo- 
cused attention on various selected 
major administration health goals 
and achievements. 

Both Dr. Ames C. McGuinness, 
special assistant to the secretary 
for health and medical affairs, and 
Assistant Secretary Elliot Lee 
Richardson outlined to New Eng- 
land audiences selected aspects of 
the Eisenhower national health 
program, social security problems, 
and the role of the nation’s hos- 
pitals in the Hill-Burton program. 

@ Speaking in Waterville, Maine, 
on Sept. 14, Dr. McGuinness em- 
phasized the need for general hos- 
pitals to expand their services to 
rural areas. He said that the gen- 
eral hospital ‘‘should make its re- 
sources, staff, physical plant, and 


scientific equipment available to- 


the entire surrounding communi- 


Key points in Dr. 

speech were: 
Hill-Burton Program Construction 


McGuinness’ 
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under the Hill-Burton program 
must continue to build for the 


DR. McGUINNESS MR. RICHARDSON 


needs of long-term patients -4nd 
provide more rehabilitation. facili- 


ties. Hospital care must stress di- 
agnostic service and facilities for 
ambulatory patients as well as 
general bed construction. The pro- 
gram should expand outpatient 
departments and increase its diag- 
nostic and treatment centers. Re- 
search projects under Hill-Burton 
are a major achievement which 
will benefit the nation’s hospitals. 

Hospital Care Costs — American 
Hospital Association statistics show 
a continuously increasing cost fac- 
tor to both hospital and patients. 
Rising cost of hospital care must 
be solved and a better use made 
of” facilities already available as 


An old way to figure, a new way fo save... 


R/M REVOLUTE LAUNDRY PADS AND COVERS 


Budget-conscious managers in more than 
institutional and com- 
mercial laundries are now saving up to 
43% by using R/M flatwork Ironer 
. and at the same 
time turn out better work. Here are the 


S000 hospitals, 


Covers exclusively . . 


reasons they give: 
BETTER FINISH... 


finish on all ironed goods. 
HIGHER PRODUCTION . 


REVOLITE Laundry 
Pads and Covers are made of fine-woven 
cloth that puts a smooth, better looking 


.. REVOLITE Laun- 


dry Pads and Covers can take higher 
temperatures—permit faster machine 
speeds: their long life eliminates stop- 
pages for roll changing. 


LONGER LIFE—LOWER COST... REVOLITE 
Laundry Pads and Covers outlast other 
covers several times over —and save 
power and labor through increased 
efficiency. 

Ask your R/M REVOLITE representative 
to tell you the true and exciting story of 
John Glad— it’s an eye-opener! 


RAYBESTOS-MANHATTAN, INC. 
REVOLITE DIVISION, 
Phone: BRyant 9-4390 


RAYBESTOS-MANHATTAN, INC. Laundry Pads and Covers @ Asbestos Textiles 
Engineered Plastics ¢ Mechanical Packings ¢ Industrial Rubber ¢ Sintered Meta! 
Products Rubber Covered Equipment Abrasive and Diamond Wheels Brake 
Linings ¢ Brake Blocks ¢ Clutch Facings ¢ Industrial Adhesives ¢ Bowling Balls 


500 Fifth Ave., New York 36, N.Y. 
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| 
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‘ 
Cost of synthetic for 12 months (8-roll ironer): . . . . . $878.00 
Cost of cotton for 12 months (8-roll ironer) ....... $930.10. 
Cost of REVOLITE for 12 months (8-rollironer) .... . $528.00 
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well as planned. In addition, pa- 
tients now in general hospital beds 
might be better served on an am- 


bulatory basis in outpatient fa- 
cilities. 
Voluntary Health insurance—The 


principles of voluntary health in- 
surance must be applied to the 
medical expenses for more of our 
“elderly people’. The federal gov- 
ernment will continue to encourage 
“in every sound way the further 
growth of voluntary health insur- 
ance” through commercial and 
nonprofit plans. 

Medical Research—-The adminis- 


tration will continue to emphasize 
more medical research and proj- 
ects to increase research personnel. 

Medical School Education—The na- 
tion’s medical schools, 
vate and public, barely meet their 
regular operating expenses. Con- 
gress failed to pass a five-year 
$225 million program to aid med- 
ical schools build classrooms and 
teaching laboratories. This is an 
essential administration project 
for next year. 

Health Care For The Aged——-HEW 
will increase its departmental ac- 
tivities on health care projects for 


both pri- 


any -bed any -bed 


SWINGS TO EITHER 

SIDE OF BED 
The Chick Any-Bed Monkey 
Bar can be swung to either 
side of the bed and locked 
at either edge or center, 
thereby giving safe assist to 
patients in moving about the 
bed or assisting a nurse in 
getting them. in or out of 
the bed. 


FOR 


Chick Any-Bed Monkey Bars 
are ‘flush-locking’” .. . they 
become a component part of 
the bed, locking it together 
rigidly preventing ‘any bulging 
or spreading when weight is 
applied to the trapeze bar. 
This adds years of life to the 
bed, even when constantly 
used under heavy stress. 


* light in weight and 
compact 


simplified construction 
* easy to assemble 


* can be disassembled and 
stored by a single nurse 


HYDE 


WOODEN OR 
METAL BEDS 


Fits perfectly ... 
locks securely on 
any open or solid 

panel bed. 


COMPANY 


MAIN OFFICE AND FACTORY: 821-75TH AVENUE, OAKLAND 21, CALIFORNIA 
GENERAL SALES OFFICE: 5 BROADWAY, EAST PATERSON, NEW JERSEY 


the aged and chronically ill. Re- 
search programs will be intensi- 
fied and demonstration promoted 
for home care services for the 
elderly and long-term hospital 
patients. 

Other. projects’ will include 
health maintenance clinics and 
restorative services for older peo- 
ple. Intensified research will be 
centered on discovering disease at 
an early stage when chances for 
cure are best. 

Old age health care problems 
will be solved from working ex- 
perience with voluntary organiza- 
tions and individuals. 

Solutions must come from “phy- 
siclans, nurses, therapists, medi- 
cal technicians, hospital admin- 
istrators, trustees, business and 
community leaders and the pub- 

@In New Hampshire on Sept. 
12, HEW Assistant Secretary Elliot 
Richardson warned that unless 
hospital and medical care costs of 
social security beneficiaries are 
met ‘large numbers of them will 
have to depend on supplementary 
assistance’ from state and federal 
funds. 

In his speech to an American 
Public Welfare Association’s re- 
gional conference, Mr. Richardson 
called for insurance against cata- 
strophic medical expenses. He said, 
“it is the policy of the present 
administration to seek to encour- 
age by every practicable means 
the broader extension of voluntary 
health insurance into this area” 

Other highlights in the Richard- 


speech: 


Public assistance costs, for both 
state and federal governments, are 
at an annual rate of slightly more 
than $3 billion. 

Twenty-one states have taken 
advantage of the 1956 medical care 
amendments and have for the first 
time become eligible for federal 
matching for medical payments in 
one or more categories of public 
assistance. Other states which have 
established medical care programs 
have already increased the ratio 
of medical care costs to the total 
cost of public assistance recipients. 

Federal funds must be appropri- 
ated for research into the causes 
of dependency and the training of 
social workers. 

The need for public assistance 
including medical care will con- 
tinue even though the relative de- 
mand upon the national economy 
is declining. “During the past five 
years the proportion of the gross 
national product devoted to public 
assistance payments has come 
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down from 93 cents from each 
$100 to 75 cents out of each $100.” 


HOUSING LOAN PROGRAM 


As part of President Eisen- 
hower’s economy program, federal 
loans to hospitals to construct 
housing for student nurses and 
medical interns will be restricted 
by 8.4 per cent of the $25 million 
authorization for the program’s 
first year. This means that $22.9 
million in federal loans will be 
available to hospitals during the 
fiscal year ending July 1, 1958. 

restriction results from 
Bureau of the Budget action elimi- 
nating from the college housing 
program, of which hospital loans 
are a part, $31 million of its statu- 
tory authorization, The $31 million 
reduction was distributed propor- 
tionately, by the Housing and 
Home Finance Agency, between 
college housing and the new ,hos- 
pital loan authority. 

HHFA has stated that to provide 


equitable distribution of the avail- - 


able loan money, most hospital 
loans. will probably be held to un- 
der $500,000 each. 

The processing and final ap- 
proval of applications from hos- 
pitals has become a lengthy pro- 


cess, partly because of the need . 


to estimate and evaluate the hos- 
pital’s financial status in relation 
to repaying loans, and also be- 
cause each application is  for- 
warded to regional Public Health 
Service offices and state Hill-Bur- 
ton agencies for comments on 
proposed construction projects’ 
relation to area needs. 
- Final approval of loans is made 
in Washington, but regional offices 
are working with hospital officials 
to make applications acceptable 
before forwarding them. As a re- 
— sult, only two hospital applications 
were received in Washington in 
. July and 11 in August. More were 
coming in during September. 
HHFA officials said they have 
found a marked contrast between 
hospitals and colleges in _ their 
plans for repaying loans. The col- 
leges. look upon their’ student 
housing construction as self- 
liquidating projects paid for with 
rental fees from students. Officials 
have seen no such income-produc- 
ing projects in hospital applica- 
tions, although some nursing 
schools will receive a “payback” 


from the hospitals for contributed © 


services. Therefore each. hospital 
application “must be judged on an 
over-all credit basis of how much 


a drain the loan repayment will > 


make,”’ an HHFA spokesman said. 
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There is a Place in Every Hospital 


for these Two New 


ROL- AWAY 
TRUCKS 


The new HL-1 High Ladder Truck 


Here is the first all-around high ladder main- 
tenance truck for service in institutional opera- 
tions. It has a telescoping, high ladder with 
a maximum height setting of 8’ 3” and per- 
mitting overhead work from 15 to 16 feet high. 
When retracted will easily go through ordinary 
doorways and still be completely useful for 
work at lower heights. Ideal for high mainte- 
nance work such as servicing light fixtures, 
painting, cleaning, and repairing ceilings. 
Positive floor locks, safety treads, and side 
rails make this HL-] completely safe for opera- 
tors. Does the work of high ladder trucks cost- 
ing far more. Get the facts on this strong, 
versatile, safe mobile truck. 


Model S-4-1 with Step-Lock Safety Ladder 


This famous 


newly patented step-lock which gives posi- 


tive 


creased working heights to the operator 
while working on the ladder. Light alumi- 
num construction, three large trays, rolls 
easily in any direction. The S-4-1 has doz- 
ens of uses in hospitals and institutions 
for materials handling, transportation, serv- 
icing supply shelves, and other high lad- 
der jobs. Works easily in narrow aisles in 
storehouses, goes through any doorway, 


and assures positive safety of operation. 


truck has a 


in- 


Send for complete catalog on Rol-Away Safety Trucks. 


OL-AWAY 


ROL-AWAY TRUCK MFG. CO., INC. 


6147 S. E. Foster Road, Portland 6, Oregon 
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Stock-Picker’ 
| 
stability, complete safety, and 
| ‘om 


JOINT COMMITTEE ACTION— 


AHA, ACHA Approve Revised Ethical Codes 


The American Hospital Association and the American College of 
Hospital Administrators have released a revised code of ethics for hos- 
pitals and hospital administrators. The new code supplants a code pro- 
duced and adopted in 1939 by the two organizations. 

In an introduction to the statement of administrative principles, it was 


stated that the “ethical and ad- 
ministrative principles ... are 
_ established to promote the pub- 
lic welfare and to guide govern- 
ing bodies, administrators, physi- 
cians, nurses and all who work in 
hospitals.” 


Dr. A. P. Merrill, superintend- 
ent of St. Barnabas Hospital for 
Chronic Diseases, New York City, 
and an ACHA fellow, headed the 
joint code committee. AHA’s rep- 
resentatives on the committee 


e ay 
ty 


*name on request 


“Of the $18,000 worth of Weck Instruments we 


purchased a year ago, only two have needed repair” 


“Quality”, “Strength”, “Durability” are merely words 
in the dictionary until and unless their meaning 
is interpreted in terms of service — day in and day out 


service in use — and abuse! 


“Durability” is only one reason why Weck 
Surgical Instruments have earned the preference of both 
surgeons and administrators everywhere. 


REKK 67 years of knowing how 


mesoies! EDWARD WECK & CO., INC. 135 Johnson St., Brooklyn 1, N. Y. 


Manufacturers of Surgical Instrumeitse Hospital Suppliese Instrument Repairing 
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were: Dr. Frank R. Bradley, di- 
rector, Barnes Hospital, St. Louis; 
Joseph G. Norby, Milwaukee, hos- 
pital consultant, and Robert M. 


DR. BRADLEY DR. MERRILL 


Cunningham Jr., editor of Mod- 
ern Hospital. Dr. Bradley and Mr. 
Norby are both former presidents 
of AHA and ACHA. 

ACHA representatives on the 
committee were: Dr. Edwin L. 
Harmon, director, Grasslands Hos- 
pital, Valhalla, N.Y., and Donald 
M. Rosenberger, director, Maine 
Medical Center, Portland. Dr. 
Harmon and Mr. Rosenberger are 
both fellows of ACHA.' 

The revised code of ethics fol- 
lows: 

1. Recognizing that the care of. 
the sick is their first responsibility 
and a sacred trust, hospitals must 
at all times strive to provide the 
best possible care and treatment 
to all in need of hospitalization. 

2. Hospitals, cognizant of their 
unique role of safeguarding the. 
nation’s health, should seek 
through compassionate and scien- 
tific care and health education to 
extend life, alleviate suffering, 
and improve the general health 
of the communities they serve. 

3. Hospitals should maintain 
and promote harmonious relation- 
ships within the organization to 
insure the proper environment for 
the considerate and successful care 
and treatment ‘of patients. 

4. Hospitals should appreciate 
and respect individual religious 
practices and customs of the pa- 
tient. 

5. Hospitals, to the extent pos- 
sible, should conduct educational 
projects, stimulate research, and 
encourage preventive health prac- 
tices in the community. 

6. Hospitals should cooperate 
with other hospitals, health and ~ 
welfare agencies, governmental 
and private, and other recognized 
organizations interested in pro- 
moting the health of the nation. 

7. Hospitals in reporting their 
work to the public should give 
a factual and objective interpreta- 
tion of accomplishments and ob- 
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‘lt marks a big step in a man’s develop- 
ment when he comes to realize that other 
men can be called in to help him do a better 
job than he could do alone.”” 
| —Andrew Carnegie 


HOSPITALS AND OTHER HEALTH 
INSTITUTIONS ARE CURRENTLY 
BEING SERVED BY TAMBLYN AND 
BROWN, INC. IN INDIVIDUALIZED 
CAMPAIGNS FOR EXPANSION AND 
DEVELOPMENT TOTALLING MORE 
$41,200,000. 


| TAMBLYN AnD BROWN, INCORPORATED 


EMPIRE STATE BUILDING 
NEW YORK 1, NEW YORK 


TELEPHONE LACKAWANNA 4-3200 


CHARTER MEMBER, AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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jectives without disparaging the 
work of other hospitals or related 
organizations. 

8. Hospitals should actively sup- 
port and encourage every effective 
method which will ease the finan- 
cial burdens of illness. 

9. Hospitals should be fair, hon- 
est, and impartial in all 
business relationships. 

10. Hospitals should be progres- 
sive in policies, personnel prac- 
tices, and efforts to maintain up- 
to-date equipment.) methods, and 

a 
standards of performance. 
Following are the statement and 


their 


hospital admimistrators: 

The hospital administrator’s life 
is dedicated to the highest possible 
level of performance in the com- 
petent and humane hospital care 
of the sick, in health education in 
all its many phases, and in re- 
search conducted in the interest 
of hospitals and their patients. In 
pursuing these objectives the hos- 
pital administrator should be 
guided by the following principles. 

1. He will not use his position 


or influence for selfish personal . 


advantage or gain and will not 
disparage the work of his col- 
leagues. 


revised principles of conduct for 


ZIMMER 


OCTAGON ALUMINUM | 
SIDE ARM TRACTION FRAME 


ih 


7 
ore 


NO. 908 SIDE ARM 
TRACTION 
ASSEMBLY 

CONSISTS OF: 


Assembly 
908-03 27° 
Traction Arm 


640-3A 36” 

Traction Arm. 

640-3D 9” 

Traction Arm 

3 640-4 Pulley & 
Clamp Assembly 

(No cords or 


a TOGGLE CLAMPS 


overhead frame. 


908-1 Base Clamp 


640-3B 27” Traction 
Arm may be used) 


weights furnished) 


“as used with the complete 
640A Octagon Aluminum 


TIMMER MANUFACTURING CO. * WARSAW, INDIANA, U, S.A. 


Attaching simply to the springs of the bed, 
the new Side Arm Traction Frame eliminates 
the need of keeping the patient stationary 
while in traction. With this new frame the 
back rest of the bed can be raised or 
lowered, yet the traction remains unchanged. 

This new frame may also be fastened near 
the end of the bed for traction on the 
leg or foot. 

As this Side Arm Frame is assembled from 
component parts of our No. 640 Overhead 
Frame, all that is required if the hospital 
already has a No. 640 and a No. 641 frame 
is one No. 908-01 Base Clamp Assembly. 


§ 
> 


» 


FIRM, NO-SLIP ANCHORING 


The octagon clamp provides 
firm anchorage of cross arms 
without marring tubing. 


FOR THE TRADEMARK 
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in Canada Available through selected surgical supply dealers or through our 


urpe, Ltd. 


2. As the official representative 
of the hospital’s governing body 
and often the hospital’s spokesman 
in the community, his conduct will 
at all times be dignified and ex- 


- emplary. His professional perform- 
“ance will be objective and fair, 


with the patient’s best interest as 
the ultimate consideration. 

3. In his relationships with per- 
sonnel and staff he will be impar- 
tial, tolerant, fair, and interested 
in all reasonable means of pro- 
moting personnel morale and wel- 
fare, consistent with the hospital’s 
best interests and ability to pro- 
vide them. 

4. The administrator will en- 
courage, assist, and teach others 
the principles and practice of hos- 
pital administration to the end 
that future hospital administra- 
tors may be more adequately pre- 
pared. 

5. The administrator will en- 
courage and participate, to the ex- 
tent possible, in a broad educa- 
tional program to assure the health 
workers necessary to the hospital 
field. 

6. He will contribute his inter- 
est, support, and leadership toward 
the general improvement of the 
community, with especial empha- 
sis on health education and re- 
lated causes. In so doing he will 
attempt to avoid involving his hos- 
pital in partisan political issues. 

7. In his relationships with the 
medical staff of the hospital he 
will support that which is con- 
structive, sound, and in the inter- 
ests of good hospital professional 
practice; he will resist and oppose 
that which is, in his judgment, 
harmful, destructive, or unwise. 

8. The administrator will seek 
constantly to improve his profes- 
sional knowledge and _ skill and 
will accept counsel and guidance, 
particularly in fields and subjects 
with which he is not entirely 
familiar. 

9. Recognizing that his is a po- 
sition of public trust, he will, 
within the limitations imposed by 
good judgment, legal considera- 
tions, and his hospital charter re- 
spect the rights, privileges, and 
beliefs of others regardless of race, 
color, or creed. He will keep con- 
fidential whatever he may learn 
respecting the private affairs or 
character of patients and their 
families, physicians, and others 
with whom he is associated in the 
hospital. When his administrative 
duties bring him into conflict with 
any segment of-society or belief, 
he will deal with the situation 
with the greatest consideration, 
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courtesy, and respect for the in- 
dividual that is possible, without 
ridicule or animosity. 

10. He will exemplify the Golden 
Rule in thinking, action, and con- 
duct. 


Cleveland Hospital Council 
Names Information Director 


Frederic E. Markowitz has been 
named director of public informa- 
tion and research of the Cleveland 
Hospital Coun- 
cil, Thomas D. 
Griffiths, ex- 
ecutive secre- 
tary..of the 
council, has an- 
nounced. 

Mr. Marko- 
witz is to guide 
a program de- 
signed to ac- 
quaint the pub- 
lic with hospi- 
tal services, facilities, and costs. 


MR. MARKOWITZ 


He is a former reporter for the. 


and halds a 
iver- 


Cleveland Press 
master’s degree from the 
sity of Pennsylvania. 


NLN to Strengthen Courses 
Of Postgraduate Training 


A project to help strengthen 
college programs in nursing, with 
emphasis on improving and ex- 
panding mas- 
ters’ and doc- 
tors’ programs 
for nurse ad- 
ministrators 
teachers, 
has been an- 
nounced by the 
National] 
League for 
Nursing. 


MISS CAMPBELL 


being financed 
by a three-year grant from the 
W. K. Kellogg Foundation. 


Jean H. Campbell, Ed.D., has 


been appointed assistant director 
of NLN to undertake the program. 
She is a former professor of edu- 
cation at New York University and 
lecturer in the nursing science 
program at Queens. College, 
Brooklyn, N.Y. 

Miss Campbell is to participate 
in consultation and accrediting 
activities for baccalaureate degrees 
as well as for graduate education 
for nursing. 


National Pharmacy Groups 


Elect Officers in Mail Vote 


The American Society of Hos- 
pital Pharmacists and the Ameri- 
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can Pharmaceutical Association 
have announced the names of their 
officers to serve during 1958-59. 

New ASHP officers are: presi- 
dent-elect, Robert C. Bogash, chief 
pharmacist, Lenox Hill Hospital, 
New York City; vice president- 
elect, Clifton J. Latiolais, assistant 
director, Audit of Pharmaceutical 
Service in Hospitals, which is be- 
ing carried out by APA and ASHP. 
Other officers are either not up for 
election this year or will be elected 
at the group’s meeting in Los An- 
geles, April 20, 1958. 

New APA officers are: presi- 
dent-elect, Louis J. Fischl, Oak- 


land, Calif., practicing pharmacist; 
first vice president-elect, Stephen 
Wilson, Detroit, pharmaceutical 
educator; second vice president, 
Howell R. Jordan, Austin, Tex., 
practicing pharmacist. 

Both elections were conducted 
by mail. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 
o> 


NEW INSTITUTIONAL MEMBERS 


GEORGIA 
Cumming—Forsyth County Hospital. 


The project is , 


MARKING YOUR 


SHIPPING 


SAVES BIG MONEY 


_ NEW FURNITURE, FURNISHINGS, 
HOSPITAL AND OFFICE EQUIPMENT 


Cost less when shipped uncrated! 


LINES 


VAN 


HOW NORTH AMERICAN 
CRESTON DIVISION DOES IT 


UNCRATED new merchandise is 
loaded directly into clean, padded 
vans and transported to your destina- 
tion when specified. Careful handling 
is assured because Creston Division 
is 100% liable for safe delivery of 
your merchandise. Get the FACTS. 
Write for folder and case histories . . . 


North®American 


SHIP 
UNCRATED 


Via 
PADDED VANS 
OF 
North American 
Van Lines, Inc. 


CRESTON 
DIVISION 


i HOW YOU SAVE MONEY 
SAVE. . . crate materials 
SAVE... crating labor 
SAVE .. . crate weight 
SAVE... excess handling 
SAVE .. . local drayage 
SAVE .. . uncrating labor 
SAVE... excess space 
SAVE . . . crate disposal 
SAVE... time 


Gentlemen: Date 
e RUSH FACTS FOLDER & CASE HISTORIES | 

| 
NAME 
ADDRESS 
CITY STATE 
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INDIANA 
Evansville—Evansville State Hospital. 
Fort Wayne—Fort Wayne State Hospital. 
Indianapolis—Central State Hospital. 
Logansport—Logansport State ospital. 
Madison—Madison State Hospital. 

New Castle—New Castle State Hospital. 
Richmond—Richmond State Hospital. 
Westville—Dr. Norman M. Beatty Memorial! 
Hospital. 
MINNESOTA 
Chisago City—Chisago Lakes Hospital. 
MISSISSIPPI 
Charleston—Tallahatchie General Hospital. 
MISSOURI 


ee City—Memorial Community Hos- 


pita 
NEW YORK 


New York—Health Information Foundation. | 


SOUTH DAKOTA 
Milbank—St. Bernard’s Providence Hos- 


pital. 
TENNESSEE 
County General Hos- 


pita 
TEXAS 

Ennis—Ennis Municipal Hospital. 

Harlingen—Pearson Clinic-Hospital. 


HAWAII 
Waimea, Kauai—Kauai Veterans Memorial 
Hospital. 


NEW PERSONAL MEMBERS 


Baden, Robert E.—pur. agt.—Deaconess 
Hospital, Spokane, Wash. 
Bagwell, Arthur McKeel, Jr —pur. agt.— 


pital, Nassawadox Va. 

Baker, Ronald J.—pur. agt. —Hamilton Gen- 
eral Hospitals, Hamilton, Ontario, 
Canada. 

Barrett, David A.—asst. to dir.—United 
Hospital Fund, New York, N.Y. 

Beughn, Laura E.—inst. in nurs. adm.— 
University of Illinois, School of Nurs- 
ing, Chicago, 

Beisel, Anna B.—pur. ast. —Frankford Hos- 
pital, Philadelphia, 

Bernstein, Leon—asst. dir: —Mt. Sinai Hos- 
pital, Cieveland, Ohio. 

Bohrer, Alice L.—pur. agt.—St. Alexius 
Hospital, Bismarc D. 

Boone, Othelia— —pur. agt. —Wichita General 
Hospital, Wichita Falls, coal 

Bourdon, Fredonia L.—p agt.—St. 
Joseph Mercy Hospital, Montinc. 


1907 


Your accounting department 


50 Years of Service to Physicians, 
Hospitals and Allied Institutions 


1997 


. 


is the one place where you expect — = 
to find determined effort to effect savings... 


Use accounting forms that are economical and 
give you a complete and reliable picture of 


your financial situation. 


Forms Designed Especially for Hospitals 


For years, hospitals have been using our accounting forms and have 
found them fully adequate for all their needs. These forms con- 
form to the requirements of the American Hospital Association's 


Classification of Accounts. 


We Can Also Print Your Own Forms 


Machine bookkeeping forms must be precision-printed, Our experience 
in this work has been a big factor in building our large and grow- 
ing list of satisfied customers whom we have serviced with custom- 
made forms. Send us a sample of any of the forms you wish reproduced. 
We shall be pleased to offer you our quotation. 


For Samples Write Dept. H-1057 


Physicians’ Record Company 


161 W. Harrison Street v Chicago 5, Illinois 
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Bullwinkle, Ebner G.—pur. agt.—Hurley 
Hospital, Flint, Mich. 

Christensen, Louis W.—pur. agt.—Seton 
Hospital, Austin, Texas. 

Christian, Wayne E.—asst. pur. 
Miners Memorial Hospital Association, 

Williamson, W. Va. 

Cooney, Marie—field repr. Dept. of In- 
stitutions and Trenton, N.J. 
Connor, Raymond A.—laundry mgr.—Mt. 
Auburn Hos ital, Cambridge, Mass. 
Day, Robert H.—pur. agt.—Somerset Com- 

munity Hospital, Pa. 

D’Alemberte, Dan ob agt.—Board of 
Commissioners of tate Institutions, 
Chattahoochee, Fla. 

David, Joel—pur. agt.—Franklin Square 
Hospital, Baltimore, 

Deschler, Edith L.—asst. pur. agt.—St. 
Luke’s Hospital, Bethlehem, Pa. 

Dwyer, William F.— pur. agt. —Englewood 
Hospital Association, Englewo N.J. 

Edwards, Ruth—pur. agt.—Doctors ‘General 
Hospital, San Jose, Calif. 

Egli, Stanley M.—pur. agt.—Saint Luke’s 
ospital, Denver, Colo. 

Ekman, Carl Edward—pur. agt.—St. Luke’s 

Hospital Association, Duluth, Minn. 

Evans, Kenneth Woodrow—pur. agt.— 
Western North Carolina anatorium, 
Black Mountain, N. 

Faherty, Roger B.—asst. adm.—Doctors 
Memorial Hospital, Minneapolis, Minn. 
morial Hospital, Inc., ‘Pearisburg, Va. 
Farrington, James R.—pur. agt. Tucson 

Medical Center, Tucson, Ariz. 

Faycosh, Ernest Paul—supt. of bldg. & 
rounds—Sequoia Hospital, Redwood 
ity,; Calif. 

Foley, J. E—bus. mgr.—St. John’s Hospi- 

ta alina, Kans. 

Frfstedt, David A.—pur. agt.—Children’s 


Hospital of the East Bay, Oakland, Calif. 


W.—pur. agt.—Baylor Univer- 
s ty Hospital, Dallas, Tex. 

Gray, Walter M.—pur. agt.—Massachusetts 
Memorial Hospitals, Boston, Mass. 

Hauger, Jarvis J.—asst. bus. mgr.—Glen 
Lake Sanatorium, Oak Terrace, Minn. 

Haupt, Thelma—pur. agt.—St. Louis Chil- 
dren’s Hospital, St. Louis, Mo. 

Haunton, Thurlow C.—pur. agt.—Mon- 
Memorial Hospital, Long Branch, 


Hennessy, Marguerite Warne—asst. [oo 
Nursing Service, University of Texas, 
Galveston, Tex. 

Hill, Joseph F., Jr.,—dir. of pur.—Massa- 
chusetts General Hospital, Boston, Mass. 

Holland, S. E.—pur. agt.—Akron General 
Hospital, Akron, Ohio. 

Hutchins, Gery L.—pur. agt.—Peninsula 
Hospital, Burlingame, Calif. 

Johnson, Harold A.—pur. agt.—Woman’'s 
Christian Association Hospital, James- 
town, N.Y. 

Kimbel William H.—adm.—Allen County 

War Memorial Hospital, Scottsville, Ky. 

Kissell, K. W.—chief, suppy div.—Veterans 
Administration Hospital, Portland, Ore. 

Lauve, Albert P.—pharmacist & pur. agt.— 
Mercy Hospital, New Orleans, La. 

Lewis, Edit Patton, editor—American 
Journal of Nursing, New York, 

Lindsey, Alfred J.—pur. agt. —Memorial 
Hospital Association, Charleston, W. Va. 

Linn, Irving, pur. agt. Hos- 
pital Center, Albuquerque, N: Me 

Mapp, John F., Jr.—adm. ~ Richmond Com- 
munity Hospital, Richmond, 

Markowitz, Frederic E.—dir. of public inf. 
and research, Cleveland Hospital Council, 
Cleveland, Ohio. 

Mazza, Frank P.—adm. asst.—Citizens Gen- 
eral Hospital, New Kensington, Pa. 

McDavitt, Homer F.—pur. agt.—Maine 
Medical Center, Portland, Maine. 

McEntire, F. E.—adm —Lock Haven Hos- 
pital, Lock Haven, Pa. * 

McFerron, Joseph R.—asst. dir.—Doctors 
Hospital, Cleveland Heights, Ohio. 

McGarity, Myrtle—pur. agt.—Greenville 
General Hospital, Greenville, oe 

Messner, Theodore G.—office mgr.—The . 
Buffalo General Hospital, Buffalo, N.Y. 

Morrison, Clarence H.—sunvply off.—vU:S. 
Public Health Service Hospital, Balti- 
more, 

Mulliken, J. Duncan—adm.—Memorial 
Hosnital. Uvalde, Tex. 

Poe, Robert W.—asst. chief,—Veterans Ad- 
ministration Hospital, Portland, Cre. .: 

Post, Josephine M.—supt. adm.—Dr. King’s 
Hospital, Bay Shore, N.Y. 

Pruden, Helen E.—pur. agt. The Presby- 
terian Hospital, Newark, N.J. 

Pruitt, John A.—pur. agt. Asbury Meth- 
odist Hospital, inneapolis, Minn. 

Rae, Thomas O.—supv. of stores & receiv. 
dept., Ohio. Tuberculosis Hospital, Co- 
lumbus, Ohio. 

Rainbolt, Marshall A.—pur. dir.—Research 
Hospital, Kansas City, Mo. 

Ranson, Remington B.—asst. dir.— 
Lawrence Hospital, Bronxville, N.Y. 

Register, Col. Harry F., Jr.—dir. of med. 
adm.—Headquarters Air Defense Com- 
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Laundrymen Everywhere 
Are Talking About 


LUMAR 


the fabric softener 
in powder form 


NEEDS NO MIXING . 
READY TO USE 


Laundrymen say . 


It cuts extraction and drying time. 

It stops rolling on the ironer. 

It prevents tailband sticking. 

by hook number, by lock ~ prevents starch buildup on heads of presses. 

It increases production of flat-work uniforms and shirts 
snows Ww Y y %%. because of fewer wrinkles and faster shakeout. 

No more lost keys, less 


duplicate key. expense, guaranteed key control. With like él because . 


Cross Index hidden, keys have maximum security even 


at the university level .. . 
at the high school level . . . 


at the grade school level . 


THOUSANDS OF 
ADMINISTRATORS 
‘SELECT 

TELKEE SYSTEMS . 


Because Telkee handles the 
complex situation in schools 
which must have positive 
key control. 


Telkee Works: Keys 
are indexed three ways: by 
description of item locked, 


if cabinet is forced open. It make'’s their diapers and baby linens softer than new — no 
chaffing or scratching. 
Free Booklet Available: Obtain complete facts papi Telkee @ They have learned that it makes all of their linens softer which 
Systems today without obligation. adds greatly to the comfort of their patients. 
@ It keeps blankets and spreads that are sometimes washed daily 
For free Booklet, write to Dept. B107. as soft and fluffy as new. 


@ It gives longer life to all of their linens. 
@ Ask your laundry distributor about Lumar — he will tell you it 
doesn’t cost to use Lumar — it pays. 


MARLYN CHEMICAL CO., INC. 


LAKEVIEW, OHIO 


BETTER CALL A 
SPECIALIST. | 


The MOORE KEY CONTROL® Systems 
MOORE, INC. 


A SUBSIDIARY OF SUNROC CORPORATION, GLEN RIDDLE, PA. 


THE COMPLETE 
PACKAGE FOR 
HANDLING THE 
DECEASED 


Your fund-drive, 
be successful, must 
be under the di- 


SHROUDPAC, the time-saving procedure for easier, cleaner, rection of skilled 
faster handling of the deceased. Special hospital white, fully specialists. 
opaque plastic shroud sheet respectfully shields the body : 
from view and prevents embarrassing soilage. Always oe The John F. Rich 
for instant use, no searching, no improvising. SHROUDPA —— 
5 stores compactly in a handy six-unit dispenser. Company offers fund-raising counsel and ee 
For further information and samples, contact yourSHROUD- | by experienced, resourceful campaign directors and 
PAC distributor. (See below). public relations personnel—fully qualified specialists. 
SHROUDPAC CONTAINS Our hospital clients, representing both large and small 
these necessary items: PLASTIC 3 ) 2 | institutions, can’ best tell you about the effectiveness : 
SHROUD SHEET (Adult Size or Child. | of our services. We will be glad to supply references, | 
Size) e CHIN STRAP THREE UNIFORM ‘ 
IDENT. TAGS ¢ TWO CELLULOSE PADS ge | "gg and we invite you to discuss your fund-raising prob 
e FIVE TIES. ae 3 lems with us. No obligation, of course. 
Each SHROUDPAC comes in a poly- 
te nota me | The JOHN F. RICH COMPANY 
3 Penn Center Plaza 
PATTON HALL, Inc. Zhicaco a7, Philadelphia 2, Pa. 
SHKUUUPAC is available through: A. S. American nvsptial 


Supply Corp.; E. F. Mahady Co.; Meinecke & Co., tne.; Physicians and ast ahi 
Hospitals Supply Co., tne.; Ress, Ine.:; fe Caneda: & Members of the American Association of Fund-Raising Counsel 


Bell, L 
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-* Varner, Albert Flay, Jr.—adm 


mand, Ent Aur Force Base, Colorado 
Springs, Colo 

Reid, Sevmour—adm —Brooklyn Womens 
Hospital, Brooklyn, N. 

Robison, Stanley B.—off. mer. & pur. agt. 
—Harding Sanitarium, Worthington, 
hio. 

Rubio, Manuel, Jr.—pur. agt.—Tampa Gen- 
eral Hospital, Tampa, Fla. 

Rucker, Gloria D.—pur. agt —Burton 
Meicy Hospital, Detroit, Mich. 

Saunders, Franklin E.—adm.—United Cere- 
bral Palsy Rehabilitation Center of 
Miami, Miami, pe 

Schro r, Sarah —buyer—of drugs and 
hosp. ‘supply Boulevard Com- 
munity Chicago, Ill. 

Shaw, Ralph —bus. mgr.—Burge Hospi- 
tal, Springfield, Mo. 

Shornev, Megda Puppendsahl, M.D.—inst. 
in hosp. adm.—Columbia University, N.Y.. 
N. 


Sister Mary Benignus, pur. agt.—Mercy 
Hospital, San Diego, =. 

Sister klora Ma garett. F.C.S P.—secy., 
treas. pur. agt.—St. Peter Hospital, Olym- 
pia, Wash. 

Sister Mary Kilian, R.S.M.,—pur. agt.—St. 
Joseph's Infirmary, Atlanta, Ga. 

Srett. -Anveles 
Dept. of Charities, Los Angeles, 


alif. 

Stanton, Edward C.—dir. of tech, equip- 
ment—National Foundation for Infantile 
Paralysis, Rutherford, N.J. 

Syme, John A.—pur. agt.—Royal Jubilee 
Hospital. Victoria, B.C., Canada. 

Stafford, Willard John—dir. of pur.—Sea- 
—, Memorial Hospital, Long Beach, 
alif. 

Stevens, C. D.—pur. agt.—National Ortho- 
& Rehabilitation Hospital, Arling- 
on 

Suppa, agt.—Columbus 
Hospital, Newark, N.J. 

Taylor, Clarke D.—buyer—Mount Zion 
Hospital, San Francisco, Calif. 

Trujillo, Marion G.—supv. pur. agt.—U:S. 
Naval Hospital, Oakland, Calif. 

Tucker, Vivian—pur. 2et.—St. Francis Hos- 
pital, Lynwood, Calif. 

asst.—The 


Greenwich Hospital Association, Green- 
wich, Conn. 

Welton. Wil! iam, .r.—nur. agt.—The New 
York Hospital, New York, 


Welsh, Kenneth H.—asst. adm. & pur. agt. 
—York: Hospital, York, Pa. 

Williams, John W. —purchaser—Harris Hos- 
pitai, Fort Worth, ‘lex. 

Wil'is, Mildred A.—pur. & bookkeeper— 
Bronx Eye & Ear Infirmary, Bronx, N.Y. 

Wolf, Earl C.—dir. of pur.—St. Marys Hos- 
pital, Rochester, Minn. 


Radiation protection barriers: 
the concrete curtain 


(Continued from page 46) 


beam horizontally toward two of 
the four walls, and at all angles 
between the horizontal and verti- 
cal in the two mutually perpen- 
dicular vertical planes will pro- 
vide all the necessary treatment 
angles. Likewise, it is never nec- 
essary to direct the beam toward 
the supporting column base. Such 
beam direction limitations arrived 
at in consultation with the radi- 
ologist can effect important sav- 
ings in reducing barrier thickness 
requirements. 


SUPERVISION OF INSTALLATION 


Assuming that every effort has 
been made to provide adequate 
protective barriers in the plans 
and _ specifications, two further 


Stool No. $1827 adjusts to 27”, 
and RSS 2230—22” to 30’’. Other 
sizes with 15’’ low to 36” high. 
Five seats—-Round steel, wood, 
formed plywood, solid hardwood 
saddle and upholstered seats and 
backrests available. 


GUARANTEED 
against failure due to defective 
material or workmanship for a 
period of 10 years. 


Send for illustrated cat- 

alog, choose any mode! 

FREE and try for 30 days 
without obligation tc 

yourself the many ad. 

TRIAL vantages of AJUST- 
RITE Chairs and 
Stools in Laboratories. 


USTRITE 


ADJUSTMENT 


fo any 
Height Desired 


LABORATORY 
CHAIRS & STOOLS 


Since 1935—-AJUSTRITE (formerly Ke- 
waunee Everhold) have been used in many 
outstanding laboratories. Improvements in 
both design and construction have made 
AJUST RITE the most complete selection 
of sizes and types for laboratory use. 


32 MODELS IN THE AJUSTRITE LINE 


AJUSTO EQUIPMENT COMPANY - 515 Conneaut St., Bowling Green, Ohio 
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steps will assure the necessary 
protection. The first of these is su- 
pervision of the installation of the 
protective barriers during con- 
struction. Specifications frequently 
call for solid concrete blocks. If 
these are provided, as is frequent- 
ly the case, by using hollow con- 
crete blocks which are filled with 
concrete as they are laid, great 
care must be taken to see that 
they are filled solid. The joints 
between blocks must also be filled. 

If lead is specified as a barrier 
it must be properly installed ac- 
cording to accepted specifications. 
Improper installation may result 
in radiation leaks Which will be 
discovered when the barriers are 
tested. Inspection by a radiologi- 
cal physicist during installation 
may prevent mistakes which are 
costly to correct after completion 
of the work. 

The final step in providing adé- 
quate radiation protection is the 
testing of the completed barriers. 
This can be a fairly simple pro- 
cedure if the barriers have been 
properly inspected during con- 
struction. The inspection is re- 
quired by the AEC before a co- 
balt-60 unit can be approved for 


use. Inspection of all radiation 


source housings will no doubt 
soon be required by state law. It 
is advisable even now for medico- 
legal reasons. . 


REFERENCES 


1. Handbook 60, X-Ray Protection, U. S. 
Dept. of . Commerce, National Bureau 

. of Standards 

2. Handbook 59, Permissible Dose from 
External Sources of Ionizing Radiation, 
U. S. Dept. of Commerce, National 
Bureau of 

3. Handbock 54, Protection Aaainst Radi- 
ations from Radium, Cobcalt-60 and 
Ces um-137, U. S. Dent. of Commerce, 
Netional Bureau of Standards. 

4. Handbook 50, X-Ray Protection Design, 
U. Dept. of Commerce, National 
Bureau of Standards 

5. Michigan, New Mexico, New York. 
Texas, California 


Accreditation problems 
(Continued from page 26) 


to give legal opinions. By all 
means see your local legal counsel. 

The Joint Commission on Ac- 
creditation of Hospitals is inter- 
ested in and concerned with the 
quality of care in hospitals. If our 
surveyors found individual physi- 
cians using. hypnotherapy, they 
would be interested in their quali- 
fications and performance to the 
same degree as they would sur- 
geons, electrocardiologists and any 
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1827 
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KOHLER ELECTRIC PLANTS 


Is your hospital protected 
against power failure hazards? 


When central station power is 
cut off by a storm or accident, 
Kohler stand-by electric plants 
take over critical loads auto- 
matically—run for days if 
necessary. Insure uninterrupt- 
ed use of lights in operating 
and delivery 
rooms, nurses’ call 
. bells, communica- 
§ tors, X-rays, iron 
lungs, heating sys- 
tems, baby incu- 
bators— equipment 
vital to patients’ 
care. Sizes 1000 
watts to 50 KW, 
gasoline and diesel. 
Write for folder 
5-G. 


Model 50R81, 50 KW. 120/208 volt AC. 
Remote starting. 


WRITE FOR: PRICES 
IN QUANTITY DESIRED 


*XX1067'2 BEDSIDE CABINET 


Here is a high quality bedside cabinet which is built 
and priced to make it good business to buy now. Has 
grained plastic top with protective plastic edging. 
Door and drawer have recessed pulls. Standard fin- 
ishes are walnut, light or medium birch. On 
orders for 12 or more, 
any finish specified sup- 
plied at no extra cost. 


Kohler Co., Kohler, Wisconsin. Established 1873 


KOHLER or KOHLER 


PLUMBING FIXTURES HEATING EQUIPMENT 
ELECTRIC PLANTS + AIR-COOLED ENGINES + PRECISION CONTROLS 


FICHENLAUB 


Contract Furniture 


3501 BUTLER ST., PITTSBURGH 1, PA. 
SEND FOR BULLETIN 1028 ESTAGUSIED 1673 


| PAYMASTER 


PROVED IN 
SERVICE 


at Hospitals 
Everywhere! 


PARCOA Controls Parking 


Automatically...without Attendants! 


PAYCHECK “OUTLOOK” ENVELOPES 
Eliminate Time and Expense of Parcoa with exclusive * NO ATTENDANTS— 
Addressing, also Chances of Error “card-key” control . . . as- lig itself through 


sures private parking at all 
times for doctors and staff * SIMPLICITY OF 


4/4 

Paycheck ‘Outlook Envelopes are abso- OPERATION 
lutely opaque, essential when salaries are tem combines all these ear, cosT 
paid by check. Nothing shows but the em- advantages: MAINTENANCE 
ployee’s name. This improves personnel re- * FLEXIBILITY— * SAFETY—DEPEND- 
lations ; Variety of Controls. ABILITY 


Send for Samples and Prices Today Write or phone for full details today ! 
7 : ene ARE {) A Division of JOHNSON FARE BOX COMPANY 
OUTLOOK ENVELOPE CO. Est. 1902 PARCOA _ 
4619 N. Ravenswood Ave., Chicago 40, IIl. = 


Originators of ‘‘Outlook’’ Envelopes 
1005 W. Washington Blvd., Chicago 7, Illinois 
: Sales and Service Offices in Major Cities Listed under BOWSER, INC. 
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‘Save Time... 
Money... 


Floor Space 
with NIGHTINGALE 


Model No. 147 


Spring Mounted 
BED LAMP 


Performs like a floor 
lamp at 1/3 less cost. 
Plus these 5 exclusive 
features: 


Built-in 6-watt night light. 
Shines from beneath mat- 
tress and illuminates floor 
around bed. 


Two plug-in receptacles. 


100% patient-controlled 

. rides right with pa- 
tient as spring is raised 
or lowered. 


Saves valuable floor 
space—cannot tip over 
—two thumb screws 
.secure it to spring. 


Heavy gauge, tension- 
swivel reflector provides 
ideal reading light and 
abundant indirect illumi- 
nation. 


Model 147 is designed and 
engineered to give you the 
absolute maximum in perform- 
ance, economy, and beauty. 


Adjustable 


FIXTURE CO. ea 


E. MASON & FRONT ST. 
MILWAUKEE 2, WIS. 
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other physician on the hospital 
staff. 

Had the credentials committee 
of the medical staff and the board 
of trustees investigated the quali- 
fications and competence of the 
individual before they gave him 
privileges in his respective field? 
Had instructions been given to 
hospital personnel concerning any 


special facets of care in this field? . 


Quality care can only come from 
competent physicians and hospital 
personnel, and such is our interest 
in all hospital cases. 

Ask your legal counsel whether 
or not a special permit is needed. 
An excellent article on consent for 
operations and other procedures in 
the Sept. 7, 1957, issue of the 
Journal of the American Medical 


Association may be of help to you... 


Hospitals — their current 
and future problems 
(Continued from page 44). 
to patients? What is the role of 
prepayment insurance and group 
organization in this? 

@® How can we educate medical 
students, interns, 
practicing physicians in the chang- 
ing patterns of financing medical 
and hospital care and the social 
and medical administration facts 
of life? 

© How can we educate phy- 
sicians and hospitals regarding the 
joint and separate responsibilities 
of the hospital trustee, the hospital 
administrator, and the physician 


for patient care in hospitals as well 


as the administrative responsi- 
bilities of the chiefs of service and 
the ‘chiefs of staff of hospitals? 


What is the role of the AHA in. 


conjunction with the AMA in all 
of this? 
There is a relatively new mem- 


ber of the health team who is be- 


coming more important. He is the 
professional health administrator 
—whether he be medical or non- 
medical. The broad problem of 
providing health care to society in 
general is beyond the scope, train- 
ing or ability of the majority of 
practicing physicians today. Prob- 
lems of sociology, economics, pub- 
lic relations, administrative or- 
ganization and communications 
are now superimposed upon the 
clinical problems of individual pa- 
tients. Through his experience and 


residents, and 


training—more and more of. it 
academic — the professional ad- 
ministrator knows at least some of 
the answers to these health prob- 
lems. He is just as committed to 
the voluntary system of health 
services as is the physician. He 


should be utilized—not vilified. 


CONCLUSION 


It is relatively easy to point out 
the problems or frustrations that 
need to be met or solved. It is no 
less difficult to offer solutions 
when the suggestions are couched 
in broad generalities. The practical 
answers are much more difficult to 
find. I cannot close, however, with- 
out voicing my complete confi- 
dence in the leaders of the hospi- 
tals of this country and in their 
meeting any challenges that are 
placed before them. This has been 
a stimulating and educational year 
for me. I have learned much 
through close association of the 
many able and dedicated iridi- 
viduals associated with hospitals 
of this country. I am particularly 
grateful for the opportunity of 
meeting so many of you. Thank 
you for the privilege. s 


The law-in-brief 


(Continued from page 118) 


A Kansas case, Goheen v. Graber, 
309 P. 2d 634 (Kans., 1957) con- 
siders this question. 

In a suit against the obstetrician 
and the hospital it was alleged 
that the patient was left entirely 
in the hands of nurses until, too 
late, the doctor arrived, and fur- 
ther that the nurses performed 
rectal examinations and made con- 
clusions therefrom, administered 
drugs and narcotics, and reported 
the progress to the doctor for tele- 
phoned instructions. The dissent- 


' ing justices considered this to be 


evidence of negligence on the part 
of the hospital in allowing nurses 
to assume duties which they were 
not qualified to carry out. 

The majority opinion held that the 
nurses were experienced and qual- 
ified; the acts they performed were 
customary for that community 


‘and in accordance with the known 


condition of the patient. Conse- 


‘quently the case against the hos- 


pital was dismissed. 
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PRO RE NATA 


JOHN H. HAYES 


An orthopedist named Betz 
Was always worn down with 
regrets. 

All the surgeons said, ‘‘Why? 
What’s wrong with that guy? 
Look at all of the breaks that he 

gets!” 

I have heard another apt defini- 
tion of a consultant—Any ordinary 
guy over 25 miles from home. 

Which is another way of saying 
that a prophet is not without honor 
save in his own country and his 
home. 

2: 

The average man is as happy 
when he can wear his old clothes 
and fish as is a woman who can 
wear her new clothes and swish. 

| 

Misery loves company. That’s 
why some people like to go to 
weddings. 

& 2 

Morose Morris says, “Life is just 
watching and waiting. Watchin 
out for whoever might be waiting 
for you.” 

| 

Inasmuch as it no longer is any 
fun to go anywhere by auto dur- 
ing weekends, one would think 
that workers who own autos 
(nearly everybody). would want 
to take their time off on other 
days. 

According to statistics (of my 
own making) American home 
owners spent $8,978,653.56 in 1957 
for weed killers. 7 

According to these same sta- 
tistics it has cost $4.57 to kill each 


weed. This cost would be half as . 


much if we were to include the 
weeds which were merely stunned, 
but not killed. 
kk 

More for the MORON’S MEDI- 
CAL LEXICON: 

AMORPHOUS: A lovers’ quar- 
rel, 3 
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BLOODTYPING: Financial re- 
port showing a loss. 
CAPUT: German for “broken’’. 
SPINA BIFIDA: A rabbit punch. 
TENDON: A strike in bowling. 
The most difficult work that has 
to be done is that which you should 
have done yesterday. 
During hard times the hours and 
days of work are usually decreased 
in order to distribute work and 
pay to more people. When better 


times return these shorter work 
periods are continued. 
Hence, all we need is a few 


- more depressions and nobody will 


have to work. 

Doctor Crosby, in his interesting 
article on Japanese hospitals, tells 
us that the family, or an attendant, 
moves into the hospital with the 
patient. | 

What are we waiting for? 
There’s the solution to our nursing 
shortage and other problems. 


FISHER 
FREEZE-DRYER 


Preserves and Dries 
Delicate Tissues 
without Deformation 


The Fisher Freeze-Drver. developed with 
and for a University of Pittsburgh surgi- 
cal research team, now gives hospitals a 
simple, efficient, semi-automatic appara- 
tus that lyophilizes blood vessels and 
other tissues to replace damaged organs. 
It will also prepare all types of tissues 
for examination, and dry antibiotics, 
bacterial cultures or other heat sensitive 
materials . . . all without injury or de- 
terioration. 

Among the advantages of the Fisher 
Freeze-Dryer are: speed of specimen 
preparation, simple technique, automatic 
operation, and all-purpose usage. It will 
be worth your while to learn more about 
the many possibilities of this versatile 
new apparatus. 


A “must” for histologists, cvtologists, pathologists, tissue banks 


Number one solution to preserving tissue 
specimens in as nearly as possible natural 
state, so that slight structural and chemi- 
cal changes can be detected and inter- 
_ preted, is freeze-drying. The Fisher Freeze- 


America’s Largest Manufacturer- Distributor of Laboratory Appliances & Reagent Chemicals 


IN THE U.S.A. Chicago 
Boston Cleveland 
Buffalo Detroit 
Charleston, W.Va. New York 


Dryer puts this technique within reach of 
every laboratory. 
For Full Data Write: 
131 FISHER BLDG. PITTSBURGH 19, PA. 8-61p 
FISHER SCIENTIFIC 
Philadelphia IN CANADA 
Pittsburgh Edmonton 
St. Louis Montreal 
W ashington Toronto 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; -+— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discout for 
six-insertion contracts with no 


change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 


natural disaster or civil defense situations, 


Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working conditions 
and personnel policies. Good starting sal- 
ary. Write: Mr. Bert Stajich, Assistant 

Columbia Hospital, 3321 N. 
Maryland Avenue, Milwaukee 11, Wiscon- 
sin. 


Experienced person to take charge of 
Clinical Laboratory, 200 bed general serv- 
ice hospital, near Philadelphia. Salary 
commensurate with experience. Write Box 
H-89, HOSPITALS. 


. reasonable salary. 


NURSE ANESTHETIST: full time or re- 
lief, for 50 bed hospital in lively resort 
aiea. Excellent working conditions and 

y Administrator, 
Memoiial Hospital, orth Conway, New 


Hampshire. 


INSTRUCTORS: Immediate openings: (a) 
Pediatric Nursing, (b) Nursing Arts (pre- 
clinical students.) In basic three year pro- 
gram approved by the National Nursing 
Accrediting Service. Also openings for 
GENERAL STAFF NURSES. 674-bed gen- 
eral hospital. Paid vacation, sick leave, 
legal holidays, retirement plan, Social 
Security, 40-hr. wk., excellent personnel 
policies. For details write: Director of 
yt Miami Valley Hospital, Dayton 
io 


DOROTHEA BOWLBY 
ASSOCIATES 


A specialized employment service for 
medical and hospital personnel 


8 S. Michigan Ave., Suite 618 
Chicago 3 


ANdover 3-5293 
Dorothea Bowlby, Director 


Confidential listings (men and women) for 
administrators, personnel directors, business 
managers, dietitians, physicians, directors 
of nurses, therapists, pharmacists, medical 
record librarians, anesthetists, public rela- 
tions directors, housekeepers, bacteriologists, 
biochemists, anestetists, medical technolo- 
gists, x-ray technicians, food service 
managers. 


All inquiries are strictly confidential. 


OUR 61st YEAR 


Wo ODWARD 
Porsonnel Bureau 


FORMERLY AZNOES 


3rd N.WABASH AVE. 
CHICAGO 


® ANN WOODWARD Dirtecto!v 


ADMINISTRATORS: (a) Two new units, 
genl acute hosps, 125 beds; range $10- 
15;000; lge univ city; MW. (b) Med dir 
w/fadm exper & executive abil; 500 bd 
JCAH hosp; about $15,000; coll twn; E. 
(c) Direct sml hosp & act as consultant 
in opening 4 addl sm! hosps; will dir each 
hsv as they open; directorshn, grp of 10° 
hosps; excel oppor achieve; reqs at least 
Nominee ACHA; So. Calif. (d) JCAH vol, 
genl hosp expndg to 160 bds: shld have 
good exver, public rel & acctng: report 
to FACHA; $6500; MidE. 


THE MEDICAL BUREAU. 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago I}, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our of 
portunities in the first issue of each month 
of Hospitals. Write us please for further 
details. 
(Classified Continued on Page 135) 


Record Librarians. 


1957 


THE FUNCTIONS AND EDUCATION 
OF MEDICAL RECORD PERSONNEL 


A Survey Report to the American Association of Medical 
Record Librarians by The Study Group of the Graduate School 
of Public Health, University of Pittsburgh. 


Antonio Ciocco, Sc.D., Olive G. Johnson, B.A., C.R.L., 
Dorothy Knoell, Ph.D., and Bertha Pfenninger, B.E., R.R.L. 


This report studies the functions properly performed or super- 
vised by medical record librarians and develops a curriculum 
that would enable the medical record librarian to assume her 
responsibilities most effectively. It combines not only a study of 
what medical record librarians are now doing but also an 
inquiry into their own recognized needs for undergraduate and 
postgraduate training. Its goal is comparable to that of the 
Flexner report in the field of medical education. 


In this analysis, full consideration is given to the differing 
problems and needs of small hospitals, special hospitals, and 
large teaching hospitals. Medical record librarians, directors, and 
department heads of medical and health institutions will find 
this report a complete study of a new profession which is ‘“‘like 
the central nervous system of living organisms in preserving and 
recalling past observations and experience.”’ 


78 pages $2.00 


University of Pittsburgh Press 
Pittsburgh 13, Pennsylvania 


The Functions and Education of Medical Record Personnel is a" 
the first thorough analysis of the role of medical record librar- 
ians in today’s hospital. It was begun in 1956 by members of 
the Graduate School of Public Health of the University of Pitts- / 
burgh at the request of the American Association of Medical 


—— 


‘mula data. . 


type desired. 


DISPOSABLE 
NIPPLE COVERS 


provide space for identification and for- 
. instantly applied to nipple; 
Save nurses time...cover both nipple and 
bottleneck. Do not jar off. No breakage. 
Use No. 2 NipGard for narrow neck bottle 

. use No. H-50 NipGard for wide mouth 
(Hygeia type) bottle. Be sure to specify 


Remember... 


for quick, de- 
pendable protec- 
tion to nursing 
bottles .. . use 
the original 
NipGard* covers. 


Exclusive patent- 
ed tab construc- 
tion fastens 


cover securely 
to bottle e For 
: High Pressure 
(autoclaving) .. . 


THE QuICAP COMPANY, Inc. 
Markley St. 


Greenville, South Carolina 


Gard 


RADEMAR K 


for Low Pressure 
(flowing steam). 


Your hospital 
supply dealer has 
NipGards. Profes- 
sional samples on i 
request. 4 
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MARY A. JOHNSON ASSOCIATES 
AGENCY 


11 West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know that their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
matined shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates, we 
ete to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
C. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories; 
Lab. and X-ray Tectinicians, Phys. Thera- 
ists, Social orkers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 


POSITIONS OPEN 


ADMINISTRATOR: To replace present ad- 
ministrator who will retire in near future. 
Voluntary general hospital with excellent 
reputation in attractive prosperous mid- 
west community. Under 200 beds with 
major building program. Salary range: 
$12,000-$21,000. Age: 30-45. This is an 
unusual opportunity. Strong board is ac- 
customed to delegation of substantial re- 
sponsibility. Applicants must have superior 
qualifications and potential ability to grow 
rapidly with hospital. Address HOSPI- 
TALS, Box H-90. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 30U0 bed general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nuising to be responsible tor 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest's foremost 
‘institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
‘Kilbourn Avenue, Milwaukee 3, Wisconsin. 


Experienced DIETITIAN, | ADA, to take 
charge of food service, 200 bed. general 
hospital, near Philadelphia. Salary com- 
mensurate with experience. Write Box 
H-88, HOSPITALS. 


REGISTERED NURSE ANESTHETIST: 34 
bed hospital, Montana. 5 doctors, one 
board surgeon. $525.00 -per month. No 
nursing duties. Vacation and sick leave 
benefits. Relief anesthetist available. For 
further information contact, H. A. Kallio, 
Administrator, St. John’s Lutheran Hospi- 
tal, Libby, Montana. 


(Classified Continued on Page 136) 
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FOR CARE IN THE HOSPITAL 
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MORE DOCTOR'S ADVISE IVORY 
THAN ANY OTHER SOAP! 


MILD, EFFICIENT, ECONOMICAL —for years and years 
Ivory has enjoyed the respect and confidence of the medical pro- 
fession. It is the soap that is used for care in the hospital as well as 
for care at home. 

Ivory’s rich, abundant lather cleanses thoroughly, yet is so mild 
that it’s safe for even a baby’s tender skin. 

If you aren’t using Ivory in your institution, give it a trial. You'll 
find it efficient and economical to use. 


PROCTER & GAMBLE 


P.O. Box 599, Cincinnati, 1, Ohio 


— 
a AS FOR CARE IN THE HOME.. 
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CLASSIFIED 
POSITIONS OPEN 


REGISTERED MEDICAL RECORDS LI- 
BRARIAN—to assume charge of medical 
records in 400-bed hospital; middlewest; 
five-day week; excellent personnel poli- 
cies; salary open. Address HOSPITALS, 
Box H-86. 


LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume charge of record room. 
135 bed general hospital, 40 hours—salary 


CLINICAL INSTRUCTORS for operating 
room technique and in medical and sur- 
gical nursing, day, evening and night 
shifts. Integrated program; affiliated with 
Drake University; 200 students in school; 
400 bed, fully approved, non-profit hos- 
pital. Minimum qualifications: B.S. de- 
gree, preferably in nursing education. Sal- 
ary open. 40-hour work week; 20 working 
days vacation; sick benefits. Position open 
immediately. Apply Director of Nursing, 
Methodist Hospital, Des Moines, 
owa. 


REGISTERED X-RAY TECHNICIAN: 150- 


bed general hospital located in the “Fruit- 
bowl of the Nation”. Apply Radiologist 


ANESTHETIST wanted by fully accredi- 
tated rural hospital; Southwest; F.A.C-S. 
surgeon; ideal location for nurse who likes 
small towns. General surgery, and OB, 
rare emergency calls: Salary open; write 
or wire Box H-93, HOSPITALS. 


DIETITIANS—THERAPEUTIC, NURSE 
ANESTHETISTS: 500-bed General Hospi- 
tal located SW suburb Chicago. Salaries 
open, good personnel benefits. Reply HOS- 
PITALS, Box H-87. 


POSITIONS WANTED 


ANESTHETIST: 16 years experience. 
Western Reserve graduate. All types anes- 


open. Contact Miss G. A. Cooper, Woman’s Yakima Valley Memorial Hospital, Yaki- 
thetics. Address HOSPITALS, Box H-92. 


ma, Washington. 


Hospital. Cleveland, Ohio. 
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— LABORATORIES 
ANNOUNCES 


; 


INDICATIONS: 


Acute renal insufficiency 


The first praptical and disposable coil kidney is now available. De- 


veloped after years of intensive research with leading clinicians, the 


Acute tubular necrosis Travenol Coil Kidney, with a dialyzing area of 19,000 sq. cm., affords 


lower nephron nephrosis) 
P P distinct advantages in cost and ease of operation. , 

Transfusion reactions 

7 eee The efficacy of the unit is indicated by urea clearance figures of from 

Postpartum renal insufficiency y y 

rash vyendivcie 100 to 300 ml. per minute. The Coil Kidney is supplied ready for use. 

Desarcicad enero No sterilizing or autoclaving is necessary. And since it’s disposable, 

Dialysate woleons cleaning problems are eliminated. The low replacement cost of the 
; barbiturates, bromides, salicylolas disposable coil and the small initial investment required for the per- 

thiscyonates manent tank unit make dialysis a practical and economical hospital 


yrocedure. 
Chronic renal insufficiency procedure 


For additional information, address inquiries to Travenol Laboratories, Inc, /Morton Grove, Illinois 
A DIVISION OF BAXTER LABORATORIES, INC. 
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THE GALLBLADDER 
“eae THE LIVER 
THE PANCREAS 
THE SPLEEN 
THE STOMACH 
THE DUODENUM 
THE JEJUNUM 
THE ILEUM 
THE CECUM 
THE APPENDIX 
THE COLON 
THE RECTUM 


DURING 
ABDOMINAL 
SURGERY... 
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Applied locally to affected surfaces, THROMBIN TOPICAL promptly terminates capillary 
bleeding. In three seconds, a solution containing 1,00€ units per cc. clots ten times its 
own volume of blood. 


THROMBIN TOPICAL is valuable in all surgical operations in which blood seepage from 
small vessels constitutes a problem. It may be sprayed, flooded or dusted onto tissues 


THROMBIN TOPICAL (bovine origin) is supplied in packages of one vial of 5,000 N.1/.H. units with a 


5 cc. vial of sterile isotonic saline diluent; in packages of three vials each of 1,000 N.1I.H units with 
one 6 cc. vial of diluent; and in packages of one via! of 10,000 N.1.H. units. 


THROMBIN TOPICAL is intended for topical use only ard must never be injected 


> IP: PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


$0130 
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